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Supplies of The Doctor’s Ceylon Tea are 
being augmented gradually, but they are 
still far short of the demand. In many 
cases the increased demand is because of a 
natural preference for a tea that is being 
maintained at practically pre-war quality 
and pre-war price, but without doubt the 
REGD. TRADE MARK demand is further stimulated by the fact 
that it is so economical in use, an obvious advantage made more important 
in these days of rationing. In co-operating with the Medical profession 
we shall always be interested to hear of any difficulty in obtaining The 
Doctor’s Ceylon Tea by persons seeking it for reasons of health, and we will 
endeavour to arrange to provide for such requirements. It will save time 
if patients send the name and address of their grocer. 


THE DOCTORS CEYLON TEA 


HARDEN BROS. & LINDSAY LTD., 20 EASTCHEAP, LONDON, €E.C.3 
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THE SCOPE OF OPERATION IN TREATMENT OF 
VARICOSE VEINS 


REGINALD T. PAYNE, M.S., M.D., F.R.C.S. 


Surgical Assistant, British Postgraduate Medical School, Hammersmith ; late Surgeon, 
Emergency Medical Service 


The introduction of injection methods of treating varicose 
veins focused attention on an important and rather 
neglected disease which is responsible for much ill-health, 
disability, and inefficiency. During the past fifteen years 
or so not only has the stimulus of the newer methods 
shown the value of injection treatment but the experience 
gained has clearly indicated the place of operation in deal- 
ing with varicose veins. At the present time it is true to 
say that every case of primary uncomplicated varicosity, 
however severe, can be “cured.” By “cure” is meant the 
obliteration of the entire varicose circulation either by in- 
jection or by operation, or by a combination of these two 
methods. Using the word “cure” in this restricted sense, 
then, there are few cases which cannot be “cured” rela- 
tively quickly and completely. This paper is based upon 
the personal experience gained in treating over 1,300 
patients for varicose conditions of the lower limbs. An 
evaluation of the place of operation must not, however, be 
taken to imply any serious criticism of the efficiency of 
injection for the majority of cases. But time has shown 
that if all cases are to be treated efficiently, irrespective of 
the nature and extent of the disease, then operation must 
still have a place in the scheme of treatment. 

Untreated varicosity is almost always a progressive con- 
dition. The speed of progress is determined by many 
factors: family history, build, age at onset, pregnancies, the 
nature of the veins themselves, the patient’s occupation, etc. 
If the condition remains untreated, complications such as 
congestive phenomena, dermatitis, ulceration, bone involve- 
ment, the various types of phlebitis, and disabilities due to 
scarring, etc., may develop. With existing methods of 
treatment it should be possible to avoid all varicose compli- 
cations. The cause of varicosity is still unknown, but the 
evidence suggests that hereditary and endocrine factors 
are probably the most important ones. The surgeon cannot 
cure or influence this innate tendency to varicosity, but by 
treatment he can bring about a cure of existing varicosities, 
and by obliterating the varicose circulation the progress of 
the disease can be slowed. 

This paper is particularly concerned with the operative 
treatment of primary varicosity in the uncomplicated stage. 
Uncomplicated cases include all those up to the congestive 
stage but exclude those beyond this—namely, dermatitis, 
ulceration, phlebitis, etc. Surgical treatment may, of 
course, be required for some of these complicated cases, 
and although many of the principles which are described 
are also applicable, with modifications, to the advanced 
group of cases, the complicated ones are not considered 
here in detail. The term “ primary varicosity ” excludes all 
casés in which the varicosity develops secondarily to an 
obstruction of the deeper vessels—e.g., femoral thrombosis 
(Payne, 1938). 


Varicose veins may be treated by injection in most cases, 
by operation alone in a few, and in some by operation and 
subsequent injection. The proportion of cases requiring 
either operation or operation and injection will, of course, 
be determined by the severity and nature of the condition. 


Aim of Treatment 

The anatomical aim of all forms of radical treatment, 
whether by injection or by operation, is to bring about 
obliteration of the varicose vessels either by thrombosis and 
organization or by actual removal. The physiological 
counterpart of this is the functional obliteration of the 
varicose circulation with its stagnation and congestive 
phenomena and the tendency to a to-and-fro movement of 
the blood. The clinical counterpart is the relief of symp- 
toms,. the removal of mechanical factors favouring the 
progress of the disease, and the elimination of the risks of 
possible complications. The anatomical, physiological, 
and clinical aims of treatment can be attained either by 
injection or by operation, or by a combination of operation 
and injection. No single method is suitable for all types 
of cases, but together they make it possible to treat every 
type of case that is met with clinically. Naturdlly the 
more severe or extensive cases are those which are likely 
to require operative treatment, but severity and extent are 
by no means the only criteria. 


Indications for Operation 

The indications for operative treatment may be abso- 
lute or they may be relative. Absolute indications are 
those conditions which offer no effective alternative to 
operation. Relative indications are those conditions in 
which operation may have advantages when compared 
with injection. In practice it will be found that cases 
fall into three groups from the point of view of treat- 
ment: first, those in which operation offers the only real 
prospect of cure ; secondly, those in which operation offers 
better chances of more permanent cure ; and, thirdly, those 
cases in which there are no indications for operation but 
which can be treated effectively by means of injections. 
The aim of operation is to obliterate all incompetent veins 
which are not likely to respond readily to subsequent injec- 
tions. Throughout this paper the word “ varicosity” is 
used to include all types of veins associated with valvular 
incompetence, irrespective of the presence or absence of 
tortuosity, gross dilatation, or thinning of the vein wall. 


1. Absolute Indications 
Anatomical Extent—Involvement of the main internal 
saphenous vein above the level of the knee-joint is usually 
an indication for operative treatment, and the nearer the 
pathological change approaches the saphenous opening 
the stronger will be the indications for operation. This 
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assumes the presence of valvular incompetence in the 
affected’ vein, with reflux of blood on coughing, etc. 
Tortuosity and moderate size will in general be factors in 
favour of injection. Straight thick-walled veins (see 
Ectasia, below) or colossal tortuous veins will be factors in 
favour of operation. 


Presence of Saphenous or Other Varices.—A large single 
varix or multiple varices do not give certain or permanent 
results with injection methods. All varices are commonest 
in the thigh, especially at the saphenous opening. A further 
point in favour of operation in these cases is that in many 
the dilatation is situated on veins which show mainly ectasia 
and are thick-walled, dilated, and straight, but incompetent. 


Ectasia.—By ectasia is meant dilatation and increase in 
size of a vein associated with valvular incompetence, but 
the vein remains relatively straight and its walls are very 
thick. Ectasia thus differs from true varicosity, since in the 
latter the vein becomes tortuous and thin-walled; but 
valvular incompetence is just as pronounced in ectasia as in 
the case of tortuous veins, and the progress of the disease 
and the complications are common to both groups. Ectasia 
is especially likely to be found in young athletic males, but 
it is certainly not unknown in women. The condition may 
involve only the internal saphenous vein or it may involve 
all the superficial veins of the lower limbs. In practice 
ectasia is often found in the main saphenous vein in the 
thigh, while the calf veins show either a combination of 
ectasia and varicosity or pure varicosity. The presence of 
ectasia has important bearings upon the question of treat- 
ment. Veins which show ectasia do not respond at all well 
to injection methods ; and I have had patients referred to 
me who have had twenty or more injections in such veins 
without producing any thrombotic response. Furthermore, 
if thrombosis does occur these ectatic veins are especially 
likely to recanalize during the course of a few months. 
And it is a fact of clinical observation that the more thin- 
walled and tortuous a vein the more certainly will it respond 
to injections and the more permanent will be the oblitera- 
tion, whereas the thicker and straighter the vein the less 
likely is it to thrombose, and if thrombosis does occur it is 
much less likely to be as lasting as in the case of tortuous 
thin-walled vessels. 


Size of Veins.—Huge masses of tortuous veins are often 
best treated by excision, especially when they are the size 
of the index finger or thumb. Thrombosis of such colossal 
veins occasionally produces considerable pain and dis- 
comfort, and the resolution of the huge thrombosed mass 
may take from four to six months to complete. Neverthe- 
less, mere size is not necessarily a contraindication to injec- 
tion treatment ; but operative treatment has the advantages 
of being quicker and less painful and of giving a better 
cosmetic result. 


Failure of Response to Injections —From time to time 
cases are seen which have given no appreciable response to 
injection treatment. It is usually found that cases that have 
not responded to adequate amounts of injection fluids are 
examples of ectasia rather than of true varicosity. Ina few 
cases colossal varicosities do not thrombose owing to the 
diluting effects on the injection solutions. 


Recanalization after Injections —There is no doubt that 
it is possible for recanalization of an injected and throm- 
bosed vein to occur. Recanalization is particularly likely 
to develop when injection treatment has been carried 
out and patent proximal but incompetent veins are left 
untreated between the site of injection and the saphenous 
opening. It is also likely to develop in ectatic veins in 
which the thrombosis has been incomplete or transient, 
and it may occur when incomplete treatment has been given 
to a huge sponge-work of veins with large numbers of 
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collateral channels. In all cases this recanalization js due 
to the reflux of blood from above and to the Opening up of 
the thrombosed or partially thrombosed veins. Thus te. 
canalization means either that unsuitable veins have beep 
injected or that injection treatment has been inadequate, 
and it is invariably associated with patent proximal and 
incompetent veins. An incompetent internal saphenoys 
vein in the thigh, whether associated with ectasia or var. 
cosity, is often overlooked by the patient and by his doctor, 
especially when much subcutaneous fat is present. The 
patient complains of the obvious varicosity in the calf, but 
the incompetent thigh veins may not have been noticed, 
Injections to the calf veins in such a case may be followed 
by recanalization. 


2. Relative Indications 


The presence of certain conditions or factors may be 
relative indications in favour of operation as opposed to 
injection. 

Rapidity of Development.—In certain cases the varicose 
condition develops very rapidly and almost as an acute 
process. This may happen at any age, but some of the 
most rapid cases I have seen occurred in women at the time 
of the menopause. Injection treatment in such cases js 
little more than symptomatic, and there is really a contest 
between the therapeutic thrombosis and the development 
of fresh varicosities. Operation in such cases may be the 
only practicable solution. 

Family History.—The family history of varicosity and its 
complications must be taken into consideration when 
weighing the advantages of injection and operation. A bad 
family history obviously favours the more radical method. 

Age.—The age of the patient must of course be con- 
sidered. Relatively rapid development at an early age will 
favour operative treatment. 





Occupation.—Employment which involves a good deal 
of standing rather than rhythmical walking may have to be 
taken into account as a factor favouring operative treat- 
ment. But the question of employment will rarely be the 
only indication for operation. 


Geographical Considerations.—lf a patient is go:ng to a 
part of the world where he cannot get. skilled attention, 
operative treatment may give better prospects of prolonged 
and permanent freedom from recurrences and complica- 
tions. 


Congestive Phenomena.—The presence of purplish dis- 
coloration and distended varicules on the feet and over the 
internal malleolus or inner and lower part of the shin indi- 
cates a serious degree of reflux in the saphenous system. 
These congestive phenomena must be taken as warnings 
that the saphenous circulation is inefficient and that the next 
stage will be dermatitis or ulceration. Incompetence of the 
main saphenous vein in the thigh is present in many of 
these cases. On these grounds there are often strong indi- 
cations for operative treatment. 


Other Complications of Valvular Incompetence.—The 
other complications of valvular incompetence—dermatitis, 
ulceration, and phlebitis, etc.—are not considered in detail, 
but it is obvious that when dermatitis and ulceration occur 
the indications for operative treatment already given may 
apply with added force. 


Future Pregnancies.—Patients sometimes come _ under 
observation who have had trouble with veins or with 
phlebitis in a previous pregnancy and are contemplating 
another. Others who are contemplating a first pregnancy 
have had similar trouble. In some cases operative treat- 
ment may offer the greatest freedom from varicose trouble 
during pregnancy and the puerperium and in the future. 
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The Aim of Surgery 


Whatever method of treatment is employed its object is 
always the same—namely, to obliterate the whole varicose 
crculation. This object may be attained partly by ligation 
and section of veins, partly by excision, partly by 
thrombosis between ligatures or excisions, partly by subse- 
quent injections, or by injections alone. The treatment of 
each patient must be assessed in the light of the clinical 
history and of clinical examination. If there are indica- 
tions in favour of operative treatment an attempt must be 
made to determine both its scope and the part to be played 
by subsequent injections. At the close of any operation 
the surgeon should be satisfied that any remaining veins 
can be treated readily and effectively by means of injections. 
No case is too severe for a combined attack by operation 
and injection, and at the completion of treatment it should 
be possible to say that 100% or nearly 100% of the varicose 
circulation has been put out of action in one way or another. 


Pre-operative Treatment 


The patient 1s admitted to hospital the night before opera- 
tion. In an extensive and bilateral case both lower limbs 
are shaved, as well as the abdomen below the level of the 
umbilicus. The patient then stands in a good light and the 
veins are marked in with skin ink, the composition of which 


is as follows: 


R Ac. pyrogall. 1 gr. 
Sp. vin. meth. .. 20 c.cm. 
Lig. ferri perchlor. 2 C.6m. 
Acetone .. one 10 c.cm. 
Ac. hydrochlor. .. 1 drop 


Ft. sol. 
The main veins are inked in throughout their entire course, 
and all large varices and collaterals are indicated, as well 
as any other veins upon which it is decided to operate. The 
marking-in must include veins on both the front and the 
back of the lower limbs. 

The whole region is prepared with spirit and iodine and 
wrapped in sterile towels. The skin preparation is repeated 
the following morning. The importance of careful 
preparation and asepsis in all operations on the sub- 
cutaneous veins cannot be too strongly stressed. Special 
attention must be directed to areas of skin showing atrophic 
change over underlying attached veins and to areas showing 
congestive phenomena. Areas of definite dermatitis or 
= should be covered completely by sterile gauze 
rolls. 

Anaesthesia 


General anaesthesia is the method of choice, and gas- 
oxygen and ether are usually adequate. There are two 
objections to the use of local anaesthesia for multiple 
ligation or excision operations : first, in a bilateral case 
of average severity, in which operation has to be carried out 
at five or six sites in each limb, local anaesthesia takes con- 
siderably more time ; secondly, although ligation can readily 
be performed under local anaesthesia, it is more difficult to 
use this method for the excision of an irregular mass of 
large tortuous veins in the thigh or calf. 


Operative Technique 


The nature of the operative procedures to be carried out 
will have been decided on at the time of examination and 
reviewed when marking in the veins. Whenever operative 
treatment is indicated I believe that minimal operations 
Should be avoided. By “minimal” is meant a ligation at 
the saphenous opening and possibly at one other site. 
Operations of this type, even when combined with subse- 
quent injections, rarely lead to complete obliteration of the 
Varicose circulation. On the other hand. there is nothing 


to suggest that surgery should be maximal. What should 
be aimed at in the individual case is a series of operations 
which will lead with subsequent injections to thrombosis 
and obliteration of the whole varicose circulation. 

Position—The patient is placed on the operating table 
in the dorsal position and the whole region below the 
umbilicus is again cleaned, and the feet or any other parts 
where operation is not required are covered with sterile 
towels. All anterior sites must be dealt with first, and if 
posterior veins are present the patient must be turned over 
on to his face. 

Incisions.—It is preferable to start proximally and to 
work distally. The first ligation will be at the saphenous 
opening and the last in the lower third of the saphenous 
vein in the calf. Incisions must be planned in relation 
to the natural folds or creases, the nature of the local 
operation to be carried out, and the condition of the skin 
and subcutaneous tissues. Incisions in the line of the limb 
or in the line of the veins should be avoided. 

The Affected Vein in Relation to Operation.—What is to 
be done at any particular site? This must be determined 
by the nature of the vein at that site. Ligation and division 
is indicated in the case of a straight or relatively straight 
vein, particularly if this is thick-walled, and in the case of 
a single large tortuous vessel. A single varix should be 
excised, the main vein ligatured above and below, and any 
collaterals also ligatured.. A mass of tortuous veins with 
many anastomosing channels calls for a free excision. In 
many cases it will be found that ligation is required at the 
saphenous opening, in the mid-thigh, just above the level 
of the knee-joint, and in the lower third of the leg. In the 
upper third of the calf a more extensive excision is often 
required on account of anastomosing channels or multiple 
ectatic veins. 

(a) Ligation—The vein is exposed by an incision placed 
obliquely across its direction, the margins of the wound 
retracted, and the vein ligatured with No. 1 catgut at the upper 
and lower limits of its exposure. The intervening one to two 
inches of the vein is excised, and the amount of this depends 
upon the exposure. The operation is thus not merely a ligation, 
but is a ligation together with the removal of the exposed 
segment of vein. In the case of very thick and relatively 
straight incompetent veins, more rather than less should be 
excised. If a localized varix is present in association with a 
straight vein, this is an indication for local ligation above and 
below together with excision of the varix. At the same time 
any entering collaterai vessels, often deep veins. must also be 
ligatured. The number of ligations must be determined by 
the nature of the veins, their extent, and the probability of 
response to injections of the remainder. Care is needed in 
planning incisions. An exposure which enables the main vein 
and two or three large collaterals to be ligatured at the same 
time is preferable to one which only allows ligation of the main 
trunk. 

(b) Excision—A more extensive excision will be required 
under the following conditions: (1) colossal and usually tortuous 
veins, especially if adherent to overlying atrophic skin; (2) a 
mesh-work or sponge-work of big tortuous veins with large 
numbers of collateral and anastomosing channels; (3) the 
presence of several parallel or anastomosing ectatic veins. 


In planning each operation regard must be paid to the 
nature and extent of the veins, the condition of the skin, 
and the position of the resulting scar. The local exposure 
should be adequate, and any adherent skin should be. in- 
cluded in an ellipse. All veins are ligatured at the upper 
and lower limits of the wound, and the intervening tissue, 
together with the skin and subcutaneous tissue, is excised. 
Closure of Wounds.—Haemostasis must be perfect. Sub- 
cutaneous fat must be closed with interrupted catgut sutures 
and all dead space obliterated. The skin is closed with 
interrupted sutures of fine silkworm-gut. In all cases care 














A ant RTS AE PO ARG 


| 
| 
| 











536 Oct. 18, 1941 


SCOPE OF OPERATION 





must be taken to avoid having a ligatured vein stump 
immediately adjacent to the skin incision. This can always 
be secured by careful planning of the skin incisions. 

Dressings.—The various wound sites are covered with 
gauze or towels at the close of each local operation. At the 
completion of the whole operation each wound site is 
painted with iodine. Gauze pads are placed over the 
inguinal wounds and the limbs firmly bandaged with roller 
gauze from the ankles to the groins. A thick layer of wool 
is applied and the limbs are bandaged upwards, ending in a 
spica at the groins. 


Post-operative Care 


Position—As soon as the patient is returned to bed the 
limbs are placed on pillows and between towelled sandbags, 
and covered with a cradle. The dorsal position and the 
limited movement possible until the stitches are removed 
are usually the patient’s most serious complaints during the 
post-operative period. 

Pain.—The operation causes very little pain. Morphine 
is required on the first night but rarely afterwards, and after 
the second day the patient is usually very comfortable. 
Those with very large veins may get more discomfort from 
sites of intervening thrombosis than from the actual wounds 
themselves. 

Dressings.—After all extensive operations dressings 
should be carried out on the third day. This is especially 
necessary where large excisions have been performed, and 
early dressings may avoid the risk of a collection of serum. 
The renewal of dressings and the reduction in bulk also add 
to the patient’s comfort. Usually only one dressing is 
required before the removal of the stitches, but occasionally 
a second is necessary on the fifth or sixth day. 

Stitches—These are removed on the seventh or eighth 
day, depending on the number and size of the incisions. If 
a second dressing is carried out about the fifth or sixth day 
it is often possible to remove alternate stitches at this stage. 

Subsequent Nursing.—Sandbags are not required after 
the removal of the stitches, and the patient is allowed to 
have the limbs off the pillows one to two hours daily, and 
this time is gradually increased. He is allowed up for half 
an hour on the ninth or tenth day, and by the twelfth to 
the fourteenth day he should be able to walk short distances 
and be ready to leave hospital. At this stage the various 
wound sites are dressed with gauze and covered with elasto- 
plast, which encircles the limbs except in the region of the 
groins. These dressings are left on about a week, by which 
time all wounds are firmly healed. In order to get rid of 
the remains of skin paint, iodine, and desquamating epi- 
thelium the patient should have a warm soapy bath on two 
or three successive evenings. At the end of a month from 
the time of operation recovery from its effects is complete. 


Post-operative Injections 


Patients are seen three to four weeks after operation. By 
this time it is possible to tell which veins are thrombosed 
and which are still patent. It is probable also that only 
small tortuous veins will have been left for injection after 
a well-planned operation. Personally I prefer to use quinine 
urethane for this on account of the greater certainty of its 
thrombosing action. At this stage injections may be 
carried out daily, alternating the limbs, but longer intervals 
will be required when larger veins have to be treated. The 
details of injection treatment using quinine urethane solu- 
tion have previously been described (Payne, 1936). Treat- 
ment on these lines can usually be completed in from two 
to four weeks. 

- In the few cases in which no injections are required the 
patient may return to work three to four weeks after opera- 
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tion. If injections have to be carried out subsequent to 
operation the question of resumption of work must be 
decided by the probable length of the treatment and the 
nature of the patient’s work. It is usually possible fo; 
patients to carry on with other than very heavy work 
throughout the period of injections. 


Subsequent Review of Patients 


It is advisable, whenever possible, to see patients at 
intervals of three, six, and twelve months after completion 
of treatment. Even the most severe case.of varicose veins 
can be treated by operation and injection and the whole 
varicose circulation obliterated in from six to eight weeks, 
with the certainty of at least many years’ freedom from 
any important recurrence. But the tendency to varicosity 
is inherent and persisting, and the more severe the initial 
condition, and the younger the patient’s age at onset, the 
greater will be the need for periodic review at intervals of a 
year or so. Once varicosity is established, mechanical 
factors also come into play and tend to involve adjacent 
veins. The obliteration of the varicose circulation not only 
gets rid of the affected veins but also slows or retards the 
progress of the condition by eliminating aggravating 
mechanical factors. 


Prognosis 


The cases which have been discussed in this paper are 
chiefly those in which a complete obliteration of the varicose 
circulation would have been impossible without operation, 
and they therefore represent the more severe types. The 
tendency to varicosity is inherent and persisting, and the 
most important factors attending the prognosis in the indi- 
vidual case are as follows: 

1. A bad family history of varicosity and its complications. 

2. The rapidity of development of the condition. 

3. The age of onset. Rapid development during adolescence 

is usually a bad prognostic sign. 

4. The actual age of the patient. In general the older the 
patient the slower the progress of the disease. 


5. The nature of the veins. The sponge-like type of diffuse 
veins with little anatomical arrangement is one of the worst 
possible forms. Another bad type is extensive ectasia involving 
all the superficial veins. In these types extensive operative 
treatment is alone likely to cure the condition. 


6. The period of onset in women, whether during adolescence. 
pregnancy, or the menopause. 

7. The possibility of further pregnancies in women. 

8. The nature of the subcutaneous tissues. A large amount 


of flabby lax subcutaneous fat is a bad prognostic sign when 
compared with a small amount of firm subcutaneous tissue. 


9. Occupation. Employment involving a great deal of 
standing or irregular walking is much more harmful than that 
which involves regular rhythmical exercise. 


10. Treatment. Obviously one of the most important factors 
governing the prognosis is the completeness of treatment. The 
tendency to varicosity cannot be eliminated; but by securing 
complete obliteration of the varicose circulation the progress 
of the disease is slowed and retarded by the elimination of 
aggravating mechanical factors. 


Summary and Conclusions 


The adequate treatment of primary uncomplicated vati- 
cose veins involves the complete obliteration of the varicose 
circulation. 

Injection treatment will secure this in most cases; but 
operation, or more often a combination of operation and 
subsequent injections, is necessary for some cases, particu- 
larly the more advanced ones. 

No case is too severe for the combined treatment. 


The absolute and relative indications for operative treat- 
ment are given. 
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The details of pre-operative treatment, operation, and 
post-operative care are described, and subsequent injection 
treatment is outlined. 

The whole varicose circulation can be completely 
obliterated in from six to eight weeks from the time of 
operation, and the patient rendered fit even for heavy work. 

Patients with the severe type of varicosity should be 
reviewed at intervals of a year or so whenever possible. 

The factors governing prognosis are outlined. Of the 
controllable factors the most important is the completeness 
of the obliteration of the varicose circulation. 
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THROMBOSIS IN THE SUPERIOR 
LONGITUDINAL SINUS FOLLOWING 
CHILDBIRTH 


BY 


J. PURDON MARTIN, M.A., M.D., F.R.C.P. 
Physician to Out-patients at the National Hospital for Nervous 
Diseases, Queen Square ; Neurologist, British Postgraduate 
Medical School 


Thrombosis in the superior longitudinal (sagittal) sinus has 
long been known to pathologists as one of the conditions 
that may give rise to fatal cerebral symptoms in the puer- 
perium or after abortion. With the exception of a case 
reported by Symonds in 1937 little has been written in 
English on the subject for a good many years past, but 
five cases were published in the Zeitschrift fiir Gyndkologie 
between 1925 and 1928, and these and seven others were 
collected by Mondré (1928). Other verified instances are 
to be found among the numerous cases of paralysis asso- 
ciated with pregnancy collected by von Hosslin (1904, 
1905). In none of these instances was the diagnosis made 
during life. Headache and gradually increasing coma were 
the outstanding symptoms; paralysis was not always 
observed ; convulsions occurred in’ some cases; and 
amaurosis is mentioned by Zangemeister (1925) in his 
description. 

Within the last few years cases in which the superior 
longitudinal sinus is obstructed have become subject to 
clinical diagnosis. This has resulted partly from observa- 
tion of these puerperal cases, but chiefly it has been a 
consequence of Symonds’s studies of “otitic hydro- 
cephalus °"—another condition in which this sinus is 
thrombosed. Now that they can be recognized clinically 
it appears that puerperal cases of sagittal sinus thrombosis 
end more often in recovery than in death, but so far only 
one non-fatal case has been published (Symonds, 1940 ; 
Martin and Sheehan, 1941). Clinical accounts are given 
here of three cases which are believed to be of this nature: 
death ensued in one of them, but it was not due to the 
thrombosis in the sagittal sinus. In addition to these three 
[ have seen during the last five years two cases in which 
similar symptoms were associated with stillbirth, a case 
following abortion in which the right cavernous sinus was 
evidently thrombosed, and a case of long-standing residual 
disabilities from a puerperal illness which must have 
Involved very extensive thrombosis in the superior longi- 
tudinal sinus. 

The moment is appropriate for consideration of these 
cases because Batson’s work, recently published, has pro- 
vided the probable explanation of the means by which 
thrombosis following childbirth or abortion is determined 
to this seemingly extraordinary site. 
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Applied Anatomy 


The diagnosis of thrombosis in the superior longitudinal 
sinus depends on the signs of raised intracranial pressure 
and the signs of obstruction of superior cerebral veins. 

Signs of Raised Intracranial Pressure.—It will be recalled 
that the sinus is triangular in cross-section (see diagram). 
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Diagram showing the superior longitudinal sinus in cross-section. 


In many subjects numerous trabeculae cross it, and in some 
instances a continuous membrane divides it horizontally for 
a portion of its length (O’Connell, 1934). At its upper 
angles irregular lateral diverticulae—the lacunae laterales 
—contain within their walls numerous Pacchionian bodies 
through which the cerebrospinal fluid is absorbed into the 
blood stream. If the circulation in the sinus is obstructed, 
or if the upper story of the sinus becomes filled with clot, 
absorption of the cerebrospinal fluid is prevented and the 
intracranial pressure consequently rises, with the produc- 
tion of headaches, papilloedema, and perhaps vomiting. 
The significance of this hydrocephalus as an indication of 
sinus thrombosis was recognized by Symonds (1937). 

Signs of Obstruction of Superior Cerebral Veins.—The 
sinus receives the superior cerebral veins, and these enter 
its walls near the inferior angle. If a thrombus occludes 
the whole cross-section of the sinus opposite the entrance 
of a vein, or if it is situated in the trough of the sinus or 
extends down into the trough, it may obstruct one (or 
more) of these veins. Thrombosis of the affected vein is 
then likely to occur. Many thrombi, however, are not so 
situated as to obstruct veins. Moreover, it seems that an 
obstructed vein does not invariably become thrombosed, 
and this is doubtless because of the easy collateral circula- 
tion. When thrombosis of an obstructed vein occurs it 
gives rise to paralysis corresponding to the area of cerebral 
cortex which the vein drains, and this paralysis may or may 
not be ushered in by a series of convulsions. Convulsions 
seem to be less usual when venous thrombosis is secondary 
to obstruction in the sinus than they are when a vein is 
thrombosed primarily. By no means all cases of throm- 
bosis of the superior longitudinal sinus are recognizable in 
the present state of our knowledge, and it is certain that a 
large thrombus may exist in the sinus without giving rise 
to any clinical signs. 

Case I 

This is an instance of the most straightforward type of 
case. 

Fits seventeen days after delivery ; right hemiparesis ; 
papilloedema ; complete recovery. 

An 8-para aged 40 was confined on June 25, 1936, labour 
being normal and the puerperium uneventful. During the night 
of July 12-13 she had four fits, and next day was admitted to 
hospital. She was then conscious, but in a stuporous state, was 
very drowsy, and barely understood what was said to her. She 
had paresis of the right arm and slight drooping of the right 
side of the face ; there was also slight weakness of the right leg, 
and the right plantar reflex was extensor. The temperature on 
admission was 100° F. and the pulse rate 110. There was no 
neck rigidity. Examination of the heart disclosed nothing 
abnormal. The blood pressure and urine were normal, as were 
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the lungs and abdomen. Lochia had ceased. The C.S.F. was 
normal except that it contained a considerable number of red 
blood cells ; but it was thought to be under increased pressure, 
and examination of the ocular fundi <a few days later showed 
slight swelling (1D) of both optic disks and a few small 
haemorrhages over the left one. 

On the second morning after admission the patient had several 
more fits, with twitching beginning in and being chiefly confined 
to the right arm. The next day she was conscious enough to 
obey simple commands; her right arm was then found to be 
almost completely paralysed and the weakness of her face and 
leg had increased. Her pupils were unequal, the right being 
the greater. Her temperature was normal. A week later she 
was very much better. She was quite alert and clear mentally, 
her right arm had regained a great deal of its power, and her 
right leg was normal. Her papilloedema, however, remained, 
and fresh haemorrhages occurred, this time at the side of the 
right disk. A fortnight after the onset her right arm could be 
considered normal. As soon as she was well enough she com- 
plained of pain in the right leg, but nothing abnormal was seen on 
examination of it. Later, when after nearly eight weeks she 
began to get up, this leg swelled, and it is possible that there 
had been some thrombosis in the deep veins. 

She was discharged from hospital, feeling well, after three 
months, but it was another six weeks before her ocular fundi 
were passed by the ophthalmologist as clear. 


Comment.—This case showed symptoms of the two 
groups mentioned. The sudden onset of convulsions in the 
right side, followed by right hemiplegia and accompanied 
by the presence of a small quantity of blood in the C.S.F., 
can be attributed to thrombosis of a vein on the surface of 
the left cerebral hemisphere. The symptoms and circum- 
stances are identical with those in certain puerperal cases 
described by Martin and Sheehan (1941), in which such 
thrombosis of veins was verified post mortem. The co- 
existing papilloedema showed that the intracranial pressure 
was considerably raised, and this would not be caused by 
thrombosis of veins alone. It is, however, accounted for 
by prevention of the absorption of cerebrospinal fluid by 
clot in the superior longitudinal sinus. The differentiation 
from cerebral tumour could not be made with certainty 
in the early stage, but the blood cells in the C.S.F. and the 
association with childbirth were points greatly in favour 
of thrombosis, while the normal protein content of the 
C.S.F. was a point against tumour. With cerebral arterial 
embolism, thrombosis, or haemorrhage there would have 
been no papilloedema. 


Case Il 


Femoral thrombosis seven days after delivery. Two 

weeks later, abrupt onset of visual disturbance and 

headache, followed by left hemiplegia ; papilloedema ; 

considerable recovery, but death in consequence of a 
spinal lesion. 


The patient, aged 43, was delivered of her seventh child on 
June. 12, 1938. On June 19 she had thrombosis in her left 
thigh ; this was treated with hot fomentations, and she got up 
on June 25. On July 3 she went to church, and on returning 
home “felt a blackness behind the eyes” and had a headache. 
She went to bed and slept. The next morning on waking she 


could not see, and could not move her left arm and leg 
satisfactorily. 


The patient was admitted to hospital the same day. She was 
then unable to see light and her pupils were dilated and did not 
react to light. She had weakness of the left arm and slight 
weakness of the left side of the face. The tendon reflexes were 
exaggerated on the left side ; the left plantar reflex was extensor 
and the right one was weakly extensor also. Nothing abnormal 
was found in the heart, lungs, abdomen, or urine. The lochia 
had ceased. On July 8 she developed signs of a spinal lesion at 
the sixth dorsal segment, with complete paralysis of both legs, 
loss of sensation up to the lower ribs, and incontinence of urine 
and faeces. Meanwhile some vision had returned, but her optic 
disks were swollen and there were haemorrhages on the right 
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one. Paralysis of the left arm had become almost complete. 
Mentally she was rational and fairly alert. A week later her 
sight was much better and the visual fields seemed full, but the 
papilloedema remained. During the next few weeks the con. 
dition of the patient’s left arm improved greatly, but as a result of 
the spinal paralysis her general condition gradually deteriorated, 
and she died on September 28, 1940. No post-mortem examina- 
tion was made. 

Comment.—Signs of intracranial pressure (papilloedema 
and headache) and hemiplegia indicated thrombosis of 
the superior longitudinal sinus. The sequence of events 
suggests that a clot present in the sinus had suddenly 
occluded it and that extension of the clot had afterwards 
gradually obstructed the mouth of a vein which drained 
the motor area of. the right cerebral hemisphere. 

The severe disturbance of vision at the onset of the illness 
calls for some comment. A somewhat similar disturbance 
will be described in the next case also, and, as has already 
been mentioned, amaurosis occurred in at least one of the 
German cases in which massive thrombosis of the superior 
longitudinal sinus was found post mortem. It seems most 
likely that this amaurosis is due to acute venous congestion 
of the optic disks consequent upon the abrupt rise of intra- 
cranial pressure which results from occlusion of the longi- 
tudinal sinus. There is no reason to suppose that the 
ophthalmic veins are affected more directly by thrombosis 
in this sinus: the disturbance cannot be satisfactorily ex- 
plained by postulating venous lesions or congestion in the 
occipital lobes, nor would such a supposition account for 
the loss of the pupillary reaction to light which was 
observed in this case. Here and in Case III the sight was 
largely restored within a week or two while papilloedema 
was still present. I have encountered similar, though less 
severe, amaurosis in another case of sinus thrombosis in 
which the intracranial pressure was 200 mm., and in that 
instance also the vision quickly improved, although the 
intracranial pressure remained high and papilloedema per- 
sisted. We must suppose that after the sudden onset 
circulatory conditions within the nerve head adapt them- 
selves in spite of the continuance of a high intracranial 
pressure. 

In nearly. all the cases of primary venous thrombosis 
described by Martin and Sheehan convulsions marked the 
onset of the illness and ushered in the paralysis, but in this 
case the hemiplegia developed without convulsions. There 
is some reason to believe that convulsions are less common 
if the sinus is occluded before the vein. An explanation of 
this may possibly be found in the fact that obstruction 
in ‘the sinus leads to opening up of the collateral venous 
circulation, so that when the mouth of a vein becomes 
blocked at the sinus the vein itself may not become throm- 
bosed and venous congestion in its drainage area may be 
much less intense. The absence of convulsions may, how- 
ever, simply be due to the gradualness of the onset of the 
paralysis and of the obstruction causing it. 

The diagnosis in Case II admits few alternative sug- 
gestions. The suddenness of the onset strongly indicates 
a vascular lesion, and there are not many that would cause 
papilloedema. In particular, arterial embolism would not 
account for it. 

The spinal lesion is an unusual complication on which 
I do not wish to comment here, beyond stating that it, too, 
was probably due to venous thrombosis, and its occurrence 
does not modify the diagnosis of the cerebral condition. 


Case Il 


In this case the signs of cerebral venous thrombosis 
were not at first evident. Some clinically similar cases 
that were fatal are recorded in the literature. 
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headache, 
Recovery 


Sudden onset of stupor. Amaurosis, 
vomiting, papilloedema. Word-blindness. 
with residual symptoms. 

This patient was confined on August 28, 1938, and ten days 
later one leg (? which) became painful and remained so until 
her admission to hospital on January 1, 1939. Both legs were 
then greatly swollen, and there were tender veins in the right 
thigh and in the left calf. 

On January 12 she was found ‘in a stuporous condition. 
When roused she carried out simple commands but “ rambled.” 
No paresis of her limbs was found. The next day she was still 
more drowsy and’ could not be made to understand what was 
said to her. She had no paralysis. The drowsy and stuporous 
state lasted for more than a week. Occasionally she mumbled 
incoherently. Eight days after the onset she was more sensible 
and said she had a headache. She complained that her sight 
was “ faint’ and that she could not recognize the ward sister. 
She vomited twice on that day (? before), and the margins of 
her optic disks were blurred. The drowsiness gradually passed 
off in the course of another week : but headache continued, and 
she still complained that her sight was misty, though it had 
improved. Her general’ condition and her sight gradually 
became better, and by the end of another month she seemed 
very well, but was unable to read: she could write, but could 
not read what she had written (word-blindness). Her acuity of 
vision was about normal and she could recognize small objects 
at a distance ; her visual fields were full. When she left hospital 
_ a stay of twelve weeks her papilloedema had entirely sub- 
sided. 

Eighteen months later she was readmitted, having had two 
fits and become weak in her legs. Her word-blindness was still 
present. Her legs were slightly weak and spastic, with typical 
reflex signs, and her abdominal reflexes were absent. 
discharged much improved after a fortnight. 

Comment.—In this case the connexion with childbirth is 
less immediate, but the series of events is continuous. During 
the first admission her superior longitudinal sinus was prob- 
ably obstructed by clot, and hydrocephalus was thus caused ; 
to this obstruction her prolonged drowsiness or stupor must 
be attributed. Her earliest visual disturbance was probably 
due, as has been said, to venous congestion of the optic 
nerve heads. It would seem that about the same time at 
least one superior cerebral vein was blocked, thereby giving 
rise to her word-blindness. In this case also the absence 
of convulsions is to be noted. Eighteen months later 
further thrombosis evidently occurred, causing some venous 
obstruction more anteriorly, with consequent temporary 
weakness of the legs. Two features of interest are the 
presence of a permanent residual disability and the occur- 
rence, after a prolonged interval, of signs suggestive of 
further thrombosis. I have seen two other probable cases 
with severe residual disabilities, and in both of them the 
history indicated that there had been more than one 
acute attack. 

Pathology 

. The form of the clot in the longitudinal sinus which may 
give rise to such symptoms is subject to great variation. 
In a number of the fatal cases a massive clot has been found 
filling the whole sagittal sinus and even the lateral sinuses 
as well (Mondré, 1928), but we can exclude such conditions 
in considering these less severe cases. There may, however, 
be a massive clot filling a portion of the sinus. Alternatively 
there may be multiple mural thrombi, some becoming large 
enough to obliterate the lumen, as in Symonds’s (1937) case 
and in several of the older instances (Collier, 1891). Martin 
and Sheehan described a long “rat-tail” thrombus swimming 
free in the blood stream, except for an attachment to the 
wall of the sinus at one point, and such a clot might enlarge 
until it occluded the sinus. Other conditions which may 
occur have been described in non-puerperal cases—e.g., a 
continuous clot along the roof of the sinus, leaving the 
trough unobstructed (Bailey and Hass, 1937), and a layer of 


She was ° 


clot on the walls, with a channel for blood persisting in the 
centre (Gowers, 1892-3). 

The primary thrombus is usually in the longitudinal sinus, 
but it may be in one of the lateral sinuses, or clot may 
extend into the longitudinal sinus from a vein (Virchow). 


Diagnosis and Clinical Variations 


The principles for the diagnosis of clot on the superior 
longitudinal sinus have already been given, and if 
signs of raised intracranial pressure and signs of 
cerebral venous thrombosis coexist its presence may be 
assumed. Granted that there is no severe heart disease 
to provide a source of emboli and that the blood pressure 
is within normal limits, venous thrombosis is the most 
probable cause of hemiplegia occurring during the puer- 
perium (von Hdésslin). If this be remembered, and if papill- 
oedema be looked for, the diagnosis will seldom be missed. 
Cerebral tumour is the most likely condition to cause con- 
fusion, and it may not always be possible to exclude it 
from the diagnosis at the beginning. A little blood in 
the cerebrospinal fluid on microscopical examination is 
strongly in favour of thrombosis, while with tumour an 
incréase of the protein content is usual. Meningitis may 
have to be considered, and this can be excluded by exam- 
ination of the cerebrospinal fluid. 

It is not necessary for the diagnosis that both the prin- 
cipal groups of signs should be present. As with otitic 
hydrocephalus, there must be cases in which no thrombosis 
of veins occurs. The sudden onset in the puerperium of 
signs and symptoms of increased intracranial pressure 
should therefore arouse a strong suspicion of thrombosis 
in the longitudinal sinus, especially if they are accom- 
panied by a drowsy or stuporous state. In a severe case of 
this kind the symptoms would be the same as in Case III 
without the residual word-blindness—namely, drowsiness 
or stupor, headache, amaurosis, and papilloedema. On the 
other hand, there are cases in which the intracranial pressure 
is not raised and the symptoms are exclusively those of 
venous thrombosis. If the symptoms merely indicate 
thrombosis of a single vein it is impossible to carry the 
diagnosis further, although clot may be present in the 
sinus; but if there is evidence of two or more superior 
cerebral veins becoming thrombosed, and especially if they 
are on opposite sides of the brain, there is a strong presump- 
tion that the veins are being obstructed by clot in the sinus. 
The validity of this deduction is illustrated by the fatal case 
described by Symonds (1937), in which there was paralysis 
first of the left arm, then of the right side of the face, and 
later complete left hemiplegia ; there was no papilloedema ; 
the cerebrospinal fluid was slightly bloodstained but its 
pressure was normal: post mortem there were mural 
thrombi of different ages in the longitudinal and lateral 
sinuses. 

In cases with less extensive clot there may be neither any 
severe rise of intracranial pressure nor venous obstruction, 
and in the present state of our knowledge such cases are not 
recognizable. Some impairment of C.S.F. absorption may 
cause headache and nothing else, but there must be a 
number of cases in which relatively small clots on the walls 
or roof of the sinus give rise to no symptoms at all. 


Treatment 


When symptoms have appeared the treatment that is 
indicated is (1) to allay convulsions if they are present, (2) 
to reduce intracranial pressure, and (3) to prevent further 
thrombosis. 

To allay convulsions a dose of three grains of luminal 
should be given, by mouth or by injection according to 
whether the patient is conscious or not. It may be repeated 
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as required at intervals of six hours. For the reduction of 
intracranial pressure the same palliative measures may be 
used as in cases of cerebral tumour—namely, the intra- 
venous injection of glucose solution (50 to 100 c.cm. 50%) 
or an enema of concentrated magnesium sulphate solution 
(3ij-3iv). Symonds (1937) used frequent lumbar punctures 
in cases of sagittal sinus thrombosis resulting from ear 
disease ; and in the first few days, especially if amaurosis is 
present, this is perhaps the most advisable procedure, 
because the pressure of the cerebrospinal fluid can be 
measured at the time of the puncture and can definitely be 
reduced temporarily to a normal level ; it should be brought 
down to 100 mm. _ To prevent the thrombosis spreading the 
only means at our disposal is the administration of heparin, 
and of this I have no personal experience. In recent articles 
Dockeray and Kawerau (1940) and others have described 
the giving of this drug by the method of continuous intra- 
venous drip, but if this method is not available repeated 
injections may be used. 


Aetiology 


In the active period of life cases such as these are 
extremely rare apart from child-bearing, and the association 
with child-bearing is so constant that it cannot be mere 
coincidence. Difficult labour, manual removal of the 
placenta, post-partum haemorrhage, uterine sepsis, and 
other complications of delivery can be exonerated as causes 
except in so far as they may give rise to pelvic or femoral 
thrombosis. In nearly all the obstetrical cases of longi- 
tudinal sinus thrombosis that I have seen there has been 
evidence of venous thrombosis elsewhere in the body, and 
the same has applied in many, if not all, of the fatal cases 
that have been described. Can it be that the clot in the 
longitudinal sinus is in some way “ metastatic ”"—that some 
fragment transmitted from elsewhere forms the nucleus of 
The superior longitudinal sinus would be a 
likely place for any element carried in the blood stream to 
settle, because the flow of the blood there is so slow that it 
would probably be deposited, and because the walls of the 
sinus are rough and irregular, with many small depressions 
in which it might lodge. 

I had written this paper and stopped baffled at this ques- 
tion when I became acquainted through an annotation in the 
British Medical Journal with certain findings of Batson 
(1940). This worker, interested in the distribution of meta- 
stases from prostatic carcinoma, investigated the connexions 
of the pelvic veins by injecting radio-opaque material into 
them. He found that in addition to their known connexions 
with the caval system, these veins had free anastomosis with 
the veins in the vertebral canal and around the vertebral 
column, and that when material was injected into the veins 
in the pelvis of the cadaver this vertebral plexus of veins 
provided a free pathway for it right up to the dural sinuses. 
“We .. . expect to find fairly well filled such veins and 
sinuses of the cranial cavity as the superior longitudinal 
sinus, the cavernous sinus, Trolard’s anastomotic vein, and 
others.” Carrying this investigation further, Batson injected 
radio-opaque material into the dorsal veins of the penis of 
a monkey and showed that it followed the same paths as in 
the cadaver. If the flow to and in the inferior vena cava 
was obstructed by compression of the abdomen by means 
of a towel tied round the animal, some of the thorium 
medium passed into the vertebral system of veins, and could 
be followed in the x-ray films upwards past the zone of 
compression. Batson deduced from his experiments that 
during coughing and straining blood was actually squeezed 
out of the abdominal (and pelvic—J. P. M.) veins into the 
vertebral vein system. In the parturient woman the con- 
ditions for the upward passage of any blood-borne fragment 
are still more favourable than in Batson’s monkeys. In 


fact, when she strains on the bed-pan they seem to be sini 
ideal. Because of the movements of the bowel and bladder 
and her active straining, that is the time when a fragment 
of clot is most likely to be dislodged ; because of her 
straining, to which is added compression of her abdomen by 
a firm binder, such a fragment would be directed into the 
vertebral vein system and propelled upward by the move. 
ments of blood induced by her repeated straining. As if 
those factors were not enough, her posture on the bed-pan 
calls in gravity to aid the process. It is well known that 
fragments of clot are liberated from thrombosed pelvic or 
femoral veins and give rise to pulmonary embolism, and it 
would be remarkable, under the conditions prevailing, if 
they did not sometimes pass into the vertebral venous 
system, and occasionally reach the cranial cavity. 

In a cerebral vein a fragment of clot might cause actual 
embolism (plugging), but in the longitudinal sinus it 
obviously cannot do so, since all the means of entrance into 
the sinus are narrower than the channel itself. It is there- 
fore necessary to suppose that a deposited fragment would 
serve as the nucleus of a new clot. Batson’s work, however, 
obviously provides an explanation also of those puerperal 
cases in which thrombosis is limited to cerebral veins and 
those in which sinuses other than the superior longitudinal 
are involved. 

The occurrence of a spinal lesion in my second case 
receives its explanation, too, from the hypothesis that frag- 
ments are transmitted by way of the vertebral veins if we 
suppose that thrombosis first took place in the extrathecal 
veins at the affected level and consequently spread into the 
spinal veins. 

The prophylactic measures which these considerations 
suggest are obvious. When a patient is suspected of having 
pelvic thrombosis every precaution should be taken to avoid 
straining, the binder should not be tight, and the patient 
should be kept well propped up in bed. 


Summary 


Thrombosis in the superior longitudinal sinus occurs in the 
puerperium and after abortion. 

The clinical diagnosis depends on signs of raised intracranial 
pressure and signs of obstruction of superior cerebral veins. 
Under certain conditions the diagnosis may be made in the 
presence of only one of these groups of signs. 

Clinical accounts are given of three cases which are believed 
to be of this nature. 

It is suggested that a fragment of clot carried up to the 
superior longitudinal sinus from the pelvic veins by way of the 
vertebral venous system acts as the nucleus for the clot which 
forms in the sinus. 


All the cases described in this paper were seen at Whipps Cross 
Hospital, and 1 am indebted to the medical superintendent, Mr. 
O. R. M. Kelly. for permission to describe them. 
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J. H. Levy (Tri-State med. J.. 1941, 13, 2642) states that 
diabetic neuritis, the incidence of which according to different 
observers ranges from 0.6 to 57.3% of the total number of 
diabetics, is probably not dependent upon vitamin B, lack. Sup- 
plementary or properly organized diet with the vitamin in pure 
chemical form is therefore not indicated. 
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ORAL MEDICATION BY SOBISMINOL IN 
THE TREATMENT OF SYPHILIS 


BY 
R. C. L. BATCHELOR, M.A., M.B., F.R.C.S.Ed., D.P.H. 
MARJORIE MURRELL, M.B., F.R.C.S.Ed. 


AND 


G. M. THOMSON, M.D., D.P.H. 


(From the Edinburgh Corporation and Royal Infirmary 
Department of Venereal Diseases) 


Towards the end of the era of mercurial therapy in the 
treatment of syphilis there was entertained and freely ex- 
pressed a decided preference for the parenteral rather than 
the oral route of administering the drug. It was insisted 
that with the oral method there was no uniformity of 
absorption and that gastro-intestinal disturbance was more 
often encountered. The prejudice thus established against 
the oral administration of antisyphilitic remedies still per- 
sists. Although there has been no backward swing of the 
pendulum, an inclination towards further exploration of 
the possibilities of the oral route has certainly been mani- 
fested recently. Nabarro (1941) has strongly advocated the 
use of ingested stovarsol, a pentavalent organic arsenical, 
in the treatment of congenital syphilis in infants; and 
several American publications have described experiences 
with an orally applied bismuthial—sobisminol—in the 
treatment of acquired syphilis in adults. The present 
article deals with a small series of cases treated with 
sobisminol (sodium bismuthate soluble), “a complex 
organic bismuth compound the chemical structure of which 
has not been established.” 


Methods of Administration Compared 


The advantages and disadvantages of the oral treatment of 
syphilitic infections may here be briefly recapitulated. Only 
a small proportion of patients fail to become accustomed to 
“the needle ” after the first few injections. Efficient injection 
technique is attended with very little immediate pain, but 
when several injections a week are given (e.g., two or three 
intravenous arsenicals and two intramuscular bismuthials), 
and especially when the intramuscular injections cause 
tenderness and stiffness, as occurs with oil-soluble bismuth, 
then many patients would appreciate a period of relief from 
“that pincushion feeling.” Also, especially in women with 
fat-infiltrated hips, it may be difficult to prevent the bismuth 
forming pockets, from which absorption is slow, or seeping 
back along the needle track to form tender subcutaneous 
nodules. Moreover, some women are averse to receiving 
hip injections during a menstrual period. Also, especially 
at the present time, seafaring men on long voyages may be 
delayed in reaching a port where injection treatment could 
be continued, and may find regular visits to V.D. clinics 
impossible. In these and similar cases a potent drug for 
oral administration would satisfy a real need in anti- 
syphilitic therapy. In the present emergency an important 
consideration is the saving of time, and the taking of a drug 
by mouth exacts but a small fraction of the time required 
for visits to a clinic or a doctor. 

On the other hand an oral medicament may vary in its 
degree of absorption, and therefore of potency, in different 
individuals and in the same individual under different con- 
ditions—e.g., of bowel activity. The use of this route 
may cause gastro-intestinal irritation, leading to nausea, 
anorexia, vomiting, and diarrhoea, with, of course, lessened 
absorption or enforced cessation of administration. The 
regular use of an oral medicine, too, depends upon the 
mentality and co-operation of the patient, and carelessness 


and forgetfulness are special attributes of V.D. patients. A 
simple and easy treatment is regarded as much less impor- 
tant than the injection visit, and may lead to an erroneous 
impression as to the seriousness of the disease. The major 
disaster to be avoided is that the patient should come to 
believe that the control of treatment is within his or her 
own competence : oral medication tends to propagate this 
fallacy, and self-treatment by the patient is absolutely 
inadmissible. All orally administered antisyphilitic reme- 
dies should be scheduled at once and be obtainable on 
prescription only. ‘ 

The manufacturers state that, given orally, sobisminol is 
reputed to have an antisyphilitic effect comparable to that 
produced by other soluble compounds of bismuth given 
intramuscularly. It is further averred that a daily dose of 
from six to nine 0.75-gramme capsules (each representing 
150 mg. of bismuth) will produce a satisfactory concentra- 
tion in the blood stream in most patients, and that probably 
the optimum dose is six capsules a day. 

The small series of cases now to be discussed comprised 
twelve male and three female patients, all of whom were 
admitted to hospital in order to facilitate close observation. 


Sobisminol Treatment: Male Cases 

Of the male patients eleven had primary genital chancres 
and one had a primary chancre of the lower lip. In all 
cases before starting treatment Spirochaeta pallida was 
demonstrated in serum from the primary lesion and a blood 
Wassermann test was.made. Thereafter treatment with 
sobisminol was begun and the chancre dressed with saline, 
serum from it being examined daily for S. pallida. The 
blood Wassermann test was repeated at the end of the 
course. Immediately the administration of sobisminol 
orally was stopped intensive routine antisyphilitic treat- 
ment with intravenous “914” or stabilarsan and intra- 
muscular bismuth was begun. 

Particulars of the eleven primary genital cases are given 
in Table I. 








TABLE I 
Total No. | 
co. | No.of | of Capsules;  S. pallida | in 
Case No. sete Capsules | given before | Absent ~~ EB . 
ait er Day | Arsenicals After at End of 
| at Outset | P y = Siaciad Course 
1 6 42 4 days +--+ + 
2 6 38 F es +++ 
3 6 54 —s + + + 
4 6 67 8 +++ 
5 — 6 66 8 F 
6 + 9 33 3 ++ 
iz } 9 36 2 $+ + - 
8 S 45 S. pall. present $ 
at end of 5 
ays 
9 9 $1 3 days 
10 9 54 a, 
11 9 39 4 


In the twelfth case dark-field examination of serum showed 
dead S. pallida only, as this patient had been applying 
antiseptics to the erosion. His wife, however, was admitted 
to hospital with a lip primary chancre, less well developed, 
which showed living and active §. pallida on dark-field 
examination. The husband’s blood Wassermann reaction 
was strongly positive. Treatment with six capsules of 
sobisminol daily was started, and was continued for twelve 
days, during which time the lesion increased in size and 
was covered with a crust. On the twelfth day an early 
macular rash was visible on the trunk; thereupon sobis- 
minol was stopped and intravenous “914” begun. 
Commentary.—The average number of days before the 
dark-field serum tests became free of spirochaetes was 4.2. 
At the end of the course three cases which at the outset of 
treatment showed a negative blood Wassermann reaction 
became seropositive, and in two other cases the intensity 
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of the blood Wassermann reaction was increased. One 
patient developed a secondary macular eruption after eleven 
days of treatment. These last clinical findings may seem 
to infer that the undoubted antagonistic influence of oral 
sobisminol on primary syphilis is yet not strong enough 
to prevent the generalized systemic extension of the disease. 
Nevertheless it is commonly observed in the routine treat- 
ment of early syphilis that a positive blood Wassermann 
reaction may increase in intensity after each injection of 
“914” (“ provocative ” effect), and the first injections may 
accentuate or accelerate the appearance of an early rash. 


Female Cases 


Particulars of the three female patients are given in 
Table II. 





TABLE II 
| 
| | Total | | 
| Blood | No.of | capsue | S. pallida | Wasser- | 
~ | : o. of | Capsules | S. pallida asser- | pp; 
gg bam el | Capsules given Absent | mann at ——. 
* | “Outset | Per Day before After End of soi 
| Arsenicals Course 
| Started | 
1 | +++ | 6 | 108 |6days | +++ | 11-52 mg. 
| | per day 
| | | | after 18 
| days 
2 | b+. | 6 68 /3 days | +++ 
} (serum 
from 
j condy- 
| lomata) 
3 ++4 6 88 6 days +++ | 12:5 mg. 
(serum | (Sth day); 
| from 5-04 mg. 
! condy- 1 & 10th 
| lomata) day) 
(12th 
day) 





Clinical Observations.—The oral sobisminol, given alone, 
achieved rapid resolution of the syphilitic manifestations, 
whether primary sore, condylomata lata, or mucous 
patches. In the first two cases an early examination of the 
cerebrospinal fluid was carried out, on the twelfth and 
the sixteenth day respectively, and in both cases all the 
tests, including the cell count, globulin estimation, Wasser- 
mann, and gold sol, were negative. In all three cases the 
sobisminol was continued after an arsenical (stabilarsan) 
had been introduced, and altogether totals of 212, 512, and 
142 capsules were given. In the first case, an early 
secondary, the blood Wassermann reaction became negative 
after only three intravenous injections, each of 0.2 gramme, 
of stabilarsan. In the second case, a late secondary with 
condylomata lata, the Wassermann reaction was negative 
after eight intravenous injections of stabilarsan (2 of 0.15 
gramme and 6 of 0.3 gramme), given twice weekly. If any 
deduction were permissible, it would be that the oral sobis- 
minol had acted as a powerful adjuvant of the injected 
arsenical. 

Toxic Effects 

Only two of the male patients complained of any upset. 
In both cases the symptoms were “ indigestion ” and nausea, 
which were relieved by a sedative powder. 

Two of the female patients experienced untoward effects 
before the arsenical injections were started. The first had 
severe abdominal pains during the fifth night, but they were 
not accompanied by nausea or diarrhoea. The following day 
she complained of a sore tongue, but the abdominal pains 
subsided and the glossitis gradually abated, although the 
capsules were continued in unreduced dosage. Later there 
was some soreness of the throat and the fauces were slightly 
red, but the gums remained healthy. The second patient 
developed a stomatitis on the eighth day and sobisminol was 
withheld for one day. Thereafter it was found possible to 
resume the capsules, although slight gingivitis and blue 
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discoloration of the gums persisted. This patient received 
a total of 512 capsules in less than three and a half months, 
The third patient received 88 capsules before the arsenica] 
was started, and without untoward incident ; but after three 
small intravenous injections of stabilarsan (two of 02 
gramme and one of 0.1 gramme) she had nausea and 
vomiting: these symptoms passed off in a few days and the 
capsules were continued until a total of 142 had been taken. 

In general the toxic manifestations were not severe; 
they were mainly referable to the alimentary system, and 
sometimes subsided when the drug was continued. There 
was no evidence of cumulative toxic effects after the drug 
had been administered every day for many weeks. 


Summary and Conclusions 


The results are reviewed of the oral exhibition of sobis- 
minol in twelve male and three female cases of early 
syphilis. Suggestions are made as to the province of 
sobisminol in antisyphilitic therapy. 

Deductions from such a limited experience as is afforded 
by this small series may not be regarded as acceptable, but 
the object of this paper is to suggest a sphere of usefulness 
for oral sobisminol without attempting to draw hard-and- 
fast conclusions. 

Our results do not justify the use of oral sobisminol alone 
in cases of early syphilis, particularly in wartime, when it 
is essential to render the patient non-contagious as soon as 
possible. It would appear, however, that sobisminol can 
and should have a place in the treatment of the following 
classes of patients: (1) those who cannot attend regularly 
for injection therapy—e.g., long-distance seamen ; (2) those 
who are intolerant of arsenic and in whom for any reason 
injection therapy is contraindicated ; (3) those who show 
persistently positive serological tests in spite of long- 
continued parenteral treatment: in these cases oral sobis- 
minol might be a logical and valuable alternative to the 
time-honoured mercury pills. One of us (R. C. L. B.) has 
in mind a tertiary case in which sobisminol provided a most 
useful stopgap during a long voyage from the East. This 
female patient realized that regular visits to the ship doctor 
might excite comment and inquiry. 


We are indebted to Messrs. Eli Lilly and Co. for supplies of 
their product, Pulvules Sobisminol Mass. 
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MENTAL HEALTH IN WARTIME 


The subject of mental health, states the annual report of the 
National Council of Mental Hygiene, has received an impetus 
denied to it in the leisurely times of peace. The war has not so 
far produced any appreciable increase in nervous disorders, but 
the great changes in national life are bringing to the fore persons 
suffering from nervous and emotional reactions. Many such 
cases are encountered in shelters, rest centres, and first-aid posts. 
Evacuation has also brought its own problems, especially among 
nervous and difficult children, the subnormal, epileptics, and 
neurotics of old standing, and a good deal of emergency 
psychiatry has become necessary. The Council, now in its 
eighteenth year, has organized lectures on practical methods of 
dealing with nervous manifestations under war conditions, has 
produced a film on the prevention and treatment of fear, has 
compiled a directory of out-patient clinics for functional mental 
and nervous disorders, and has given attention to mental testing 
in the Services, psychological problems among enlisted women, 
and wartime mental health propaganda, among other subjects. 
Lord Alness, who has been associated for some time past with 
the Tavistock Clinic, has accepted the chairmanship of the Coun- 
cil, vacant by the resignation of Mr. Walter Roch, and Dr. H. 
Crichton-Miller the treasurership. 
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- RADIOGRAPHS AND DISPROPORTION 


BY 


J. V. O'SULLIVAN, M.D., F.R.C.S., M.R.C.P., 
M.A.O., M.R.C.O.G. 


Assistant Obstetric Surgeon, City of London Maternity Hospital 
and Queen Mary’s Hospital for the East End ; 
Surgeon, Emergency Medical Service 


WITH AN ADDENDUM 
BY 
F. M. CRAWSHAW, M.A., M.B., B.Chir., D.M.R.E. 


Radiologist, Emergency Medical Service 


Disproportion is one of the most worrying abnormalities 
in midwifery. Particularly is this so in medium and minor 
degrees of contracted pelvis, in which diminished reserve 
capacity of the pelvis is so difficult to assess. Marked 
overlap, of course, renders the diagnosis easy. It is in the 
type of case usually treated by a test labour that radio- 
graphs are of the greatest importance. The method 
employed in this series of cases is simple, and can be carried 
out by any radiologist using the ordinary apparatus. 


A New Method of Estimating Disproportion 


Dr. J. W. McLaren, radiologist to Queen Mary’s Hospital 
for the East End, first drew my attention to a method which 
] was soon convinced was of great value as a visual aid 
in test labour cases. I conduct no test labour now without 
taking special films of the case. At the- outbreak of war 
the Lyle Maternity Wing of Queen Mary’s Hospital was 
closed and I continued the method at the Kingston County 
Hospital, where Dr. Crawshaw, the E.M.S. radiologist, has 
given every co-operation and has further developed the 
method. All cases analysed in this paper were cases of 
disproportion. The diagonal conjugates varied between 
33 and 4} inches, the great majority lying between 4 and 
44 inches. The foetal heads in all casés remained above 
the brim at ante-natal visits and could not be “ pushed in” 
by the usual manceuvre of pressure downwards and back- 
wards into the pelvis or by sitting the patient up. Overlap 
was present in several cases, as shown by ordinary palpa- 
tion and by Munro Kerr’s method. All these women 
were examined weekly towards the end of pregnancy, 
and on each occasion attempts to make the head engage 
failed. 

I would like to add one clinical finding most helpful in 
giving an opinion ; it is that in those cases in which the 
position remained constant—i.e.. L.O.A. or R.O.A. at the 
last three or four visits—the patients delivered themselves 
spontaneously. 

Patients were radiographed in the last two weeks of 
pregnancy, and the usual method of calculating the expec- 
tant date (adding seven days to the L.M.P. and going for- 
ward nine months) was adopted. Some of the radiographs 
were taken when the patient was actually in the first stage 
of labour. Dr. Crawshaw gives in the Addendum the 
technical details of the method used in taking the radio- 
graphs. I would like, however, to emphasize that the 
antero-posterior film should be large enough to show the 
whole foetus and the brim of the pelvis. This will enable 
the radiologist to exclude abnormalities in the foetus ; also 
to show the lie, position, presentation, and degree of flexion 
of the head, and the relation of the head to the conjugate 
diameter of the brim. If the head lies centrally the antero- 
posterior diameter of the brim and of the head are magni- 
fied proportionately when a true lateral film is taken. If 
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the head is lying obliquely at the brim an oblique diameter 
is of course projected, and this diameter is always greater 
than the biparietal. 


Interpreting the Films 


It will be remembered that the foetus during its progress 
through the pelvis traverses the obstetrical pelvic axis. This 
axis at its commencement corresponds with the first part 
of the curve of Carus and may be represented at the brim 
by a line drawn upwards at right angles to the mid-point 
of the plane of the brim. Making use of this knowledge, 
I found the best way to read the lateral radiographs was to 
draw a line on the films between the promontory of the 
sacrum and the upper posterior margin of the symphysis 
pubis, and from each extremity of this antero-posterior 
diameter of the brim to erect perpendicular lines, thus form- 
ing the sides of a.“ box” (see diagram). This plan has 


| 














Diagram showing perpendicular lines erected at extremities of true 
conjugate to form sides of box. 


been followed in the reading of all the films, and wherever 
the foetal head fitted easily between the perpendicular lines 
it could be safely assumed that it would go through the 
brim. The erection of these perpendicular lines makes the 
reading of the films simple and accurate. It is self-evident 
that if the biparietal diameter does not fit into the “ box ” 
no other diameter can, and Caesarean section is advisable. 


In our opinion a good lateral film is the radiological 
counterpart of Munro Kerr's clinical method. Originally 
we took the lateral films with the patient lying on her side 
on the x-ray table, being careful that the thighs were not 
flexed sufficiently to obscure the top of the symphysis. 
Recently, however, Dr. Crawshaw has taken the lateral 
view with the patient standing up and leaning forward with 
her hands grasping the back of a chair. It will be recalled 
that this is the natural position for a patient to assume 
when she is seized with a pain while walking about during 
the first stage of labour. This position brings the uterus, 
and with it the foetus, at right angles to the “ position of 
entry.” 

Results 

I have analysed 102 cases over the last three years and 
find that the radiologist’s report was wrong in only six 
instances. In three of these the report said the head would 
not pass, and it moulded through, with the aid of forceps, 
in one case; in one the report said the head would pass, 
and it did not ; while in the remaining two the report said 
the heads might pass, and Caesarean section was necessary. 
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1 have had cases in which, though the head could not be 
pushed in clinically, the film showed that it would pass. 
In one case I was so doubtful that a week after the expec- 
tant date I took the patient to the theatre for examination 
under anaesthesia and probably for Caesarean section. 
Under the anaesthetic the head would partially enter the 
brim. In view of this and the definite radiological report 
I ruptured the membranes with a Drew Smythe catheter, 
and spontaneous delivery of a living child followed during 
the next twenty-four hours. There were other very doubt- 
ful cases in which this simple radiological aid was of the 
greatest help to me. 

I am convinced that this method is of great value in cases 
of disproportion. The films should be taken as near the 
expectant date as possible if the fullest aid is to be obtained 
from them. 


ADDENDUM 


The method of estimating disproportion described in this 
paper depends upon the fact that if any diameter of the 
head and the true conjugate of the pelvis are equidistant 
from the film the magnification of these is the same. Hence 
it can only be of use in vertex presentations with the head 
central in the pelvis. It gives no information in any other 
presentation or in cases of outlet contraction. In spite of 
these limitations it is of considerable value to the obstet- 


-rician, because it is in the true conjugate diameter that 


disproportion is most often encountered. 

Examination of the antero-posterior and lateral views 
of the pelvis enables the radiologist to see if the head is 
lying transversely or obliquely: as already stated, if the 
foetal head lies obliquely in the pelvis a diameter larger 
than the biparietal is projected. In a high percentage of 
cases clinically suspected of disproportion the lateral radio- 
graph shows that there is a large clearance between the size 
of the foetal skull and the true conjugate, and dispropor- 
tion can be excluded. The question of what relation 
between the foetal skull and the true conjugate constitutes 
disproportion is a real difficulty. Mere direct comparison 
of the size of the bony parts is clearly not sufficient, because 
there are always unknown factors—e.g., the degree of 
moulding and the thickness of the soft parts—to be con- 
sidered. The radiologist must therefore make his rules of 
interpretation from experience of what happens in labour. 

In the above series of cases the rule has been used that 
where the biparietal diameter is greater than the true con- 
jugate disproportion exists ; where it is equal to the true 
conjugate the head will only go through with moulding ; 
and where it is less than the true conjugate no difficulty 
from disproportion need be anticipated. It may be that 
this rule will have to be altered as a result of further 
experience, but enough has been learnt to show that it is 
not far from the truth. In those cases in which the head 
is lying -obliquely and in which the oblique diameter of the 
skull projected is greater than the true conjugate it is not 
possible to be certain whether disproportion exists or not. 


A’s to the actual radiography, the lateral films may be 
taken with the patient lying on her side or, if a vertical 
Potter-Bucky is available, standing with the arms supported 
on the back of a chair. The hips should not be flexed, as 
this may cause the shadow of the symphysis to be hidden 
by the shadows of the femora. To be of use the film should 
not be far from a true lateral as judged by the super- 
imposition of the shadows of the femoral heads. 


Our grateful thanks are due to Dr. McLaren (who would have 
collaborated with us but for his absence on active service). Our 
thanks are also due to Mr. Kidd, superintendent of Kingston 
County Hospital; to Mr. A. McAlister of Queen Mary’s 
Hospital, Stratford; and to the resident and the radiological 
staffs of the two hospitals. 
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SULPHANILAMIDE IN LOCAL TREATMENT ° 


OF SKIN INFECTIONS 


BY 


A. G. MARSHALL, M.B., B.Chir. 
Flight Lieutenant, R.A.F.V.R. 


Localized infections of the skin such as sycosis and impetigo 
contagiosa have been found difficult to heal, especially 
when established for some time. In the Services, although 
these conditions are not common, the time factor and the 
prevention of cross-infection combine to make the problem 
an important one. Older methods of treatment, such as 
the application of ointments after bathing the lesions, are 
tedious and in many cases ineffective. Gentian-violet paint 
was not used in the following series of cases. The recent 
satisfactory reports of the treatment of wounds by the 
local application of sulphanilamide powder suggested the 
extension of this method to such conditions. The results 
have been most gratifying. 

The usefulness of sulphanilamide therapy in skin diseases 
has been the subject of much discussion, and its value is 
stated by Smith (1940) to be far from understood. He 
reports good results in the local application of solutions 
and ointments to ulcers and infected burns and refers to 
the advantages of economy and atoxicity. Jaeger (1936) 
and Merz (1937) have treated skin lesions with the drugs 
given orally, and locally as solutions in water and glycerin : 
the latter applied his methods to impetigo. Buchanan 
(1940) points out the value of crushed tablets of sulpha- 
pyridine as a dressing for a pneumococcal ulcer, a treat- 
ment which is often of use in varicose ulceration. Under 
present war conditions I have been able to trace only one 
author who specifically mentions the use of the powder for 
infections of the skin : MacKenna (1940) employed it under 
a dressing of zinc paste for impetigo, and stated that it is 
often successful. 

Method 


The patients were treated in hospital as ambulant but 
isolated cases. The scabs were bathed off three or four 
times daily with a warm 2°, solution of sodium bicarbon- 
ate. The sulphanilamide powder (streptocide) was applied 
direct to the raw surface, where it sticks well, and was 
left with no dressing. The treatment was usually carried 
out by the patient after the first few times, and he used 
more powder when required. It was of course essential 
to continue regular shaving in the healthy areas, and the 
hair was clipped short elsewhere. Frequent shampoos 
were given. In cases with thick masses of exudate which 
did not separate easily a gauze pad soaked in liquid 
paraffin was applied for twelve hours, and the treatment 
then continued, the old exudate separating readily with this 
application. Other oily dressings were rigidly avoided, as 
they were found to spread the infection. In certain cases, 
described below, ascorbic acid was prescribed by mouth. 
starting with 500 mg. daily, the dose, after saturation, being 
reduced progressively to 50 mg. daily. 


Results 


All the cases had already been treated with bathing and 
ointments. There was immediate and decided improve- 
ment after the application of sulphanilamide powder. The 
surrounding inflammation and the exudation rapidly de- 
creased, and in three days the lesions were sterile and 
remained so. Case 4 (see below) was at first treated with 
sulphanilamide ointment, but after a week the lesions had 
not become sterile nor apparently had they improved. It 
is therefore suggested that a high concentration is neces- 
sary to destroy the staphylococcus. This is unlikely to 





it 


Pp 


a 


igo 
lly 
igh 
the 
em 

as 
int 
>nt 
the 


‘he 
Its 


CS 


Ir 


_— 
' 


a oon Gu 


Seer — — NM CD nam 


we 





Ocr. 18, 1941 


SULPHANILAMIDE LOCALLY IN SKIN INFECTIONS 


BriTIsH 545 


MEDICAL JOURNAL 





occur to an adequate degree when the drug is given by 
mouth only. There was much drying of the surface, but 
it was found better to ignore this and to maintain sterility. 
In the old-standing cases healing of the deep granulating 
areas was slow, and in these ascorbic acid was given. In 
comparison with similar cases without this addition healing 
was more rapid. Further stimulation of healing by ray 
treatment was not found necessary in any of this series. 
Sulphapyridine and sulphathiazole powders were not used: 
results were satisfactory with sulphanilamide powder, 
which was more readily obtainable. 


Illustrative Cases 


Cuse 1.—This patient had severe staphylococcal infection of a 
large part of the face, which had been treated for seven days 
before admission with acriflavine dressings and then with eau 
d’Alibour. As the condition became much worse the areas were 
cleaned with olive oil, and ung. hydrarg. ammon. dil. was applied. 
There still being no improvement, the patient was admitted to 
hospital and treated with sulphanilamide powder. Three days 
later the areas were clean and almost sterile. Healing was com- 
plete ten days after admission. 

Case 2.—This case was complicated by submaxillary suppura- 
tive adenitis, the organism being Staphylococcus albus. There 
were large infected areas on the lips and chin, and the patient 
had been treated with bathing and ointments for ten days. The 
abscess was drained and local sulphanilamide treatment for the 
face started. He would have been fit for discharge after twelve 
days had he not developed measles shortly after admission. 

Case 3.—This patient first began to have suppurative lesions of 
the face in February, 1940. He had been treated with bathing, 
oils, and ointments, but states that he was never entirely free. 
His left eye began to be painful in September, 1940, and the right 
eye soon followed suit. He was admitted on November 1 with 
severe ulceration over the upper lip and chin, with a hard exudate 
and deep fissures. Both eyes showed purulent blepharitis. After 
bathing and application of the powder the inflammation around 
the lesions decreased, and the eyes, for which boric lotion was 
used, had healed. The central parts of the lesions, which were 
deeply crusted with adherent exudate, were cleared with packs of 
liquid paraffin. Further powder was applied, and shaving or 
close clipping of the beard was continued throughout. On 
November 19 the whole area was clean and so nearly healed that 
the man was returned to duty. In this case ascorbic acid was 
given from the time of admission. ‘ 

Case 4.—This was an early case of impetigo contagiosa that 
had been treated with ointments for four days. The affected 
areas were bathed and streptocide ointment was applied. After 
three days the lesions gave a massive growth of staphylococci : 
this was maintained for a week. On the seventh day treatment 
was changed to the powder, following which the lesions rapidly 
became sterile and remained so. After seven days’ slow progress 
ascorbic acid was given ; healing was then rapid and the patient 
was discharged five days later. 


Summary 


A method of treating local skin infections with sulphanilamide 
powder is described. 

Progress was rapid in comparison with older methods. 

Ascorbic acid by mouth and ray treatment are suggested for 
accelerating healing after the infection has been cured. 


My thanks are due to Wing Commander J. M. A. Costello for 
permission to publish these cases and for his advice and interest. 
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A Rockefeller Foundation grant of $25,000 for research 
in endocrinology for five years under the direction of Dr. J. S. L. 
Browne, assistant professor of medicine, McGill University, and 
lecturer in pathological chemistry, is among recent gifts to the 
university. 


Medical Memoranda 








Traumatic Asphyxia 


It would seem that traumatic asphyxia is rare enough to warrant 
a typical case being put on record. 


CASE REPORT 


An errand-boy aged 14, after being knocked off his bicycle by a 
lorry, was admitted with bruising of the left hip and cuts around 
both knees. The most striking features, however, were his dusky 
complexion, his cyanosed lips, and the numerous tiny petechial 
haemorrhages on his face, conjunctivae, neck, and upper part of 
chest to the level of the second rib ; they were more prominent 
on the left side, and it was observed that the area of skin under- 
lying his collar and braces was unaffected. He complained 
bitterly of inability to swallow and of difficulty in breathing: 
although his respiration rate was not much increased, the depth 
was irregular and less than normal. He had no pain or tender- 
ness in the chest, and physical signs were normal. His condition 
at the time was that of shock and asphyxia. His minor injuries 
were duly treated, and morphine and warmth soon relieved the 
shock ; nasal oxygen was given for the asphyxia with the patient 
in a sitting position. 

Two hours after admission his general condition was slightly 
better, though the dyspnoea and cyanosis showed no improve- 
ment ; he was still unable to swallow. The petechiae in the skin 
were more pronounced, while those in the conjunctivae were 
beginning to coalesce. Oedema of the eyelids. face, and lips 
was noticed at this time. The dysphagia and cyanosis were 
slowly passing off and the breathing was a little easier twelve 
hours after admission. There was no white to be seen in the 
eyes at all. Physical signs in the chest were normal, and rib 
tenderness was absent. The oedema and petechial rash were 
rapidly subsiding twenty-four hours later, the oxygen being dis- 
continued after a period of thirty-six hours. 

Early in convalescence his chest was radiographed, but showed 
no abnormality. Except for a small residual quantity of blood 
in the conjunctivae, complete recovery had taken place, and the 
patient was discharged three weeks after the accident. He con- 
stantly affirmed that he did not lose consciousness, and that the 
lorry did not run over or even touch any part of his head, chest, 
or abdomen. 

DISCUSSION 

Cause.—lt seems reasonably certain that asphyxia is due to a 
sudden distension of the superior vena cava and its tributaries 
by a sudden compression of either the thoracic or the abdominal] 
veins. The sudden distension causes a capillary paralysis with 
or without rupture and extravasation of blood. The areas drain- 
ing via the jugulars into the innominate veins are affected, as these 
vessels are deficient of valves: the same is true of the subclavian 
veins, when the arms also show the characteristic changes. The 
lack of cerebral symptoms is presumably due to the baffling 
effect of the large blood sinuses at the base of the brain. 

Diagnosis.—The characteristic picture is seen in the case 
described above. The extremely clear line of demarcation of 
the dusky blue areas soon to be covered with petechiae calls for 
special attention. The upper chest, neck, shoulders, and face are 
the parts affected. The dyspnoea and dysphagia are typical. 

Treatment.—Morphine and warmth soon relieve the patient’s 
apprehension, but the administration of oxygen brings ease almost 
immediately. The latter should be continued until the patient 
fails to derive benefit from it. 

Prognosis.—Traumatic asphyxia itself does not terminate in 
death. The outlook as to life is good in all cases; but as to 
‘sight the prognosis should be guarded, for atrophy of the optic 
nerve has been recorded. 

I wish to thank Dr. J. M. Christie for permission to publish this 
case and for his helpful criticism. 

St. Margaret’s Hospital, Epping. ERIC K. GARDNER, M.B., B.Ch. 
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RADIOGRAPHY OF SILICOSIS 

An X-Ray Atlas of Silicosis. By Arthur J. Amor, M.D., M.Sc. 

Translation of the legends into French by Robert E. Horne, M.A. 

With a foreword by Sir Wilson Jameson, M.D., F.R.C.P. 

(30s. net.) Bristol: John Wright and Sons, Ltd.; London: 

Simpkin Marshall, Ltd. 1941. 

In compiling An X-Ray Atlas of Silicosis Dr. Arthur J. 
Amor aims at setting out the essential features of silicosis 
for senior students, factory surgeons, and others working 
in industrial diseases. The book consists of 28 pages of 
text, followed by the atlas itself of 72 plates. An excellent 
introductory chapter outlines the problem and discusses 
the aetiology of silicosis. There follows an account of the 
pathology of the condition and then of the radiological 
manifestations. These are well described, although exception 
may be taken to the statement that “if a calcification of 
the hilum glands occurs, that is almost specific of silicosis.” 
An interesting point brought out by the author is that 
cavitation is not commonly seen when tuberculosis super- 
venes on silicosis, and that other signs, such as fluffy outline 
of the nodules and coalescence into large opacities, must 
be relied upon in diagnosing this complication. The prob- 
lem is made more difficult by the large number of cases 
with negative sputum. The text finishes with two short 
chapters on the clinical and prognostic aspects. 

The atlas proper is divided into three sections. The first 
section deals with the various stages of silicosis. These 37 
radiographs are well chosen, and give a clear picture of 
the evolution of the disease from a slight reticular fibrosis. 
through the stages of nodulation, coalescence, and develop- 
ment of silico-tuberculosis. The second section is devoted 
to a comparison of the appearances of silicosis as it is seen 
in the various industries in this country. The 24 plates in 
this section make an admirable record of the variations 
met with; of particular interest are the four radiographs 
illustrating the evolution of the condition in a haematite 
miner, a tin-miner, a potter, and a sand-blaster. This 
section ends with pictures of such complications as 
gross calcification, bullous emphysema, and pneumothorax. 
The last section deals with the differential diagnosis, and 
includes samples of miliary tuberculosis, carcinomatosis, 
and asbestosis. If one were seeking to find a fault it would 
be that the subject of asbestosis is not discussed in greater 
detail. 

The author is to be congratulated on producing a mono- 
graph of great merit, and one that is warmly to be recom- 
mended to those who are interested in the subject. 


CUSHING’S LIFE OF OSLER 

The Life vf Sir William Osler. By Harvey Cushing. Complete 

in one volume. (Pp. 1,417. 21s. net.) London, New York, 

Toronto: Oxford University Press. 1940. 
‘Some men command admiration by their intellectual gifts. 
others, perhaps fewer, attract by the magnetic charm of 
their personality. When these characteristics are combined 
in the same individual his influence is irresistible. Such a 
man was William Osler.” So wrote Sir Walter Langdon- 
Brown in his biographical note for a new edition of Osler’s, 
famous collection of addresses entitled Aequanimitas. We 
quote these apt werds in making known to our readers the 
republication of another favourite book, Harvey Cushing’s 
Life of Sir William Osler, which first appeared in 1925 in 
two volumes, within four and a half years of the beloved 
physician’s death. Cushing was Osler’s pupil, colleague, 
and friend. The book was reviewed at length in these 
columns by another friend—Sir Humphry Rolleston—who 
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described it as a suitable memorial to “a wonderful person. 
ality, the like of whom we shall not look upon again.” | 
won the Pulitzer prize for biography in the year of publica- 
tion and has since continued to attract thousands of new 
readers. This one-volume unabridged edition makes jt 
possible for many more to have the book “for keeps,” 
Drs. J. F. Fulton and W. W. Francis have written a short 
foreword in which they recall a few facts about the dis- 
tinguished author of the biography. Harvey Cushing, they 
say, “has now joined the Oslerian ranks of those who, 
though no longer with us, still shape our lives.” During 
his days in Baltimore in the surgical service of William 
Halsted at Johns Hopkins, Cushing came into close contact 
with Osler, and for some years he lived next door. In Sir 
William’s phrase, he became a “ latch-keyer,” and we now 
learn that many of the anonymous allusions in the text 
of this biography to “those privileged neighbours” have 
reference to Cushing himself ; the two men were on terms 
of the closest intimacy for nearly twenty-five years. 
* Osler’s love of books and his almost phenomenal capacity 
for work stirred in Cushing a whole-hearted admiration 
that made him immediately respond when Lady Osler 
invited him to prepare her husband’s Life.” 


All but eleven of the original forty-seven illustrations 


have had to be omitted from the new edition, but apart 
from this and minor corrections there are no changes. It 
has been well printed in the United States for the Oxford 
University Press of New York, and is published in this 
country by Sir Humphrey Milford as one of the pro- 
ductions of the Oxford University Press. Many will be 
grateful for this pious enterprise and think the result 
wonderfully good value for a guinea. 


A TEXTBOOK OF SKIN DISEASES 

Essentials of Dermatology. By Norman Tobias, M.D. (Pp. 

497: illustrated. 28s.) Philadelphia, London, Montreal: J. B. 

Lippincott Company. 1941. 
This work emanates from the University of St. Louis, where 
the author is the senior instructor in dermatology under 
a veteran professor, to whom it is dedicated on the occa- 
sion of his eighty-second birthday. Is there no professorial 
age limit at St. Louis? The book bears a strong resem- 
blance to many other American textbooks of dermatology. 
It is quite sound and devoid of startling features. It is 
well illustrated, mostly by photographs, but there are no 
coloured plates. The chief criticism we have to make on 
it is that the author has attempted to include too many rare 
disorders and has not quite rationed his space in accordance 
with the relative importance of the conditions dealt with. 
But he has reduced to a minimum histological descriptions 
and theoretical considerations in view of the fact that the 
volume is intended for students, and he has done his best 
to discuss the various diseases from the standpoint of 
internal medicine. This is a common statement in prefaces 
to dermatological textbooks, and the impression is often 
given that almost all of dermatological conditions are 
merely the external expression of internal derangement. 
No doubt there are diseases of which this is undoubtedly 
true. The rashes of the exanthemata and drug eruptions 
are salient examples. But to a large extent the skin is an 
independent organ and develops independent diseases which 
in their turn affect the remainder of the patient. This aspect 
of dermatology has to a large degree been neglected and 
deserves more attention. However, this is not the place for 
an essay on it. The preface also throws a light on the 
real reasons that make doctors write books. It is, of course, 
well known that no member of the profession ever bursts 
into print in order to demonstrate to the world that he 
is an authority on the subject and ought to be consulted 
thereon, for this would be a form of advertisement and 
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therefore reprehensible in the extreme ; but it is not often 
divulged that the compilation of a textbook is undertaken 
in order that the author may himself acquire a better 
knowledge of his subject. Dr. Tobias admits this very 
creditable motive (which has no doubt often actuated 
others), and we may hope that he has been successful in 
improving himself as a dermatologist 


MEDICAL PROBLEMS OF WAR 


Wartime Health and Democracy. By Hugh Clegg, M.A., M.B., 

M.R.C.P. (Pp. 64. Is. net.) London: J. M. Dent and Sons, 

Ltd. 1941. 
For the information of the general public Dr. Clegg has 
written a straightforward non-technical account of the ways 
in which the medical profession prepared for and has met 
the problems created by the war. In the past, wars were 
often brought to an abrupt conclusion by epidemic diseases, 
and a cynic might remark that while physics and chemistry 
have increased man’s homicidal capacity, the biological 
sciences have enabled him to exercise it without so much 
interference from the superior killing power of germs. As 
things are, however, the medical profession may be proud 
of their contribution, as here detailed, to the mitigation of 
inevitable suffering. The facts about food are clearly set 
forth, classified under foods for warmth and energy, foods 
for building and repair, and protective foods. Attention 
is drawn to the shortage of animal proteins, and it might be 
added that to make this good by low-grade vegetable pro- 
teins involves a great increase in the total bulk of food 
consumed, as shown by McCance and Widdowson. The 
verminous condition of many evacuated children has come 
as a real shock and surprise to the community, and Dr. 
Clegg is of opinion that the reports of a steady decline in 
the infestation of school children since 1915 did not repre- 
sent the true state of affairs, which calls for rigid investi- 
gation and drastic remedies. He points out the real danger 
of the reintroduction of typhus into this country through 
lice. Many of the other difficulties with evacuated children 
he refers to the severance from parents and familiar sur- 
roundings, and calls attention to the remarkable conclusion 
of the psychologists that the mental strain is greater among 
the children sent to the reception areas than among those 
left behind in the bombed cities. 

Dr. Clegg’s remarks on the post-war planning of medi- 
cine are timely and well worth consideration. He is clear 
that the individual doctor will have to work in closer 
co-operation with his fellow doctors, but whatever the final 
outcome the relationship between the family doctor and his 
patient must not be impaired by officious intervention ; 
bureaucratic medicine is not democratic medicine. “Like 
other workers the doctor wants security so that he can 
work unhampered by economic fear ; but let us hope that 
he does not get this by handing himself over to a heavily 
paternal State.” Here in this little book is much wisdom 
in a small compass. W. L.-B. 








Notes on Books 


The book entitled Anus - Rectum -Sigmoid Colon: Diagnosis 
and Treatment, by Dr. Harry E. Bacon of Philadelphia, 
appeared first in 1938 and was welcomed in these columns as 
an encyclopaedia for the proctologist, excellently systematized, 
readable, beautifully printed, and profusely illustrated. It has 
already been translated into Spanish and Portuguese, and a 
second edition is now published by the J. B. Lippincott Company 
at 50s. The author has included descriptions of new operative 
Procedures for rectal prolapse, and for haemorrhoids, both 
external and internal, and he pays much attention to the means 
for avoiding post-operative pain. A method by which the 
dosage of lumbar analgesia can be calibrated in ano-rectal 


surgery is described; also a means for controlling blood pressure 
during spinal analgesia. There are other additions too numerous 
to mention here, but it may be noted that almost every chapter 
is now wound up with a summury of the procedure of choice, so 
that the reader in need of practical guidance may come quickly 
to the point. 


The new edition of Dr. W. A. BREND’S Handbook of Medical 
Jurisprudence and Toxicology has been revised throughout and 
partly rewritten, especially the chapter on medical evidence. 
The author has been impressed by the great increase during 
the last two decades in the demands made by the courts for 
medical evidence, and by the unhappily large number of general 
practitioners who come to court with inadequate preparation 
and little knowledge of what the procedure requires of them. 
He has therefore paid special attention to the needs of the 
occasional medical witness. It would have been useful if he 
had said more about the fees which may be paid to witnesses ; 
he gives only those allowed by the Coroners Act, 1926. His 
book contains more legal information than most similar works, 
and this is selected with a view to giving practical help to the 
doctor. Dr. Brend deals particularly fully with the traumatic 
neuroses—a subject of which he has special knowledge. Nearly 
half the book is devoted to poisons. The volume is a neat 
pocket size, and the print, though somewhat small, is easily 
legible. It is published by Charles Griffin and Co. at 10s. 6d. 


Mr. MAvRICE WHITING’S book Ophthalmic Nursing, which 
has been favourably reviewed in these columns, new appears in 
a third edition (J. and A. Churchill, 6s.). It remains a very 
practical work, based for the most part on the well-tried methods 
of nursing at Moorfields Eye Hospital. The author covers a 
wide field clearly and concisely, and preserves a due sense of 
proportion. The application of treatment by the sulphonamide 
drugs to diseases of the eye is indicated in this edition, and there 
is a new short section on gas burns of the conjunctiva and 
eyeball. This small book should prove. useful not only to the 
nurses for whom it was written, but also to medical students and 
house-surgeons, and to practitioners having but slight acquaint- 
ance with a specialized branch of nursing. 


Modern Marriage: A Handbook for Men, by Dr. PAuL 
POPENOE, is a book to pick out from the many of its kind. It is 
paternal and persuasive in tone, but not pontifical. Straight- 
forward advice is given, based on statements of biological facts 
and on statistics, mostly Californian. It is neither sentimental 
nor aridly scientific, and is attractively practical. The importance 
of emotional maturity for marriage, and the fact that wedded I fe 
should be a continuous development in the dynamic experience 
of living, are wisely emphasized ; so is the value of premarital 
examination. The format is pleasant and the style clear. The 
book should certainly be useful as a gift to the young “ college 
man.” It is published by the Macmillan Company at 8s. 6d., or 
$2.50. 


Little more than a year ago we commended Dr. BERNARD I. 
Comroe’s Arthritis and Allied Conditions to all general prac~ 
titioners, and especially to physicians interested in joint diseases. 
It is a book particularly strong on treatment, and deals very fully 
and clearly with physical methods and the prevention of 
deformity. The demand for this work has been so great in 
America that a second edition now appears (Henry Kimpton, 
42s.). The author has rewritten much of the text and added 
several new chapters, notable among these being a discussion 
of the sulphonamides, and there are forty new photographic 
illustrations. It will be observed that the price is high, which is 
a pity, because general practitioners would find the book valuable 
in the management of conditions that are all too common. 


Ne. 3 of volume IX of the Bulletin of the Health Organisation 
of the League of Nations is obtainable in this country through 
Allen and Unwin, Ltd., price 4s. The contents include an 
account of anti-epidemic work in China in 1939; a critical review 
of the preventive vaccination of dogs against rabies, by Dr. 
R. Gautier of the Health Section of the League secretariat : 
a paper on nutritional research in the Union of South Africa by 
Dr. E. H. Cluver : and three papers on the rice problem, one of 
them by Dr. W. R. Aykroyd, who deals comprehensively with 
the poor rice-eater’s diet. 
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METAL GUIDES FOR RUBBER CATHETERS FOR USE IN REPAIRING RUPTURED URETHRA 


Mr. H. P. WINSBURY-WHITE, F.R.C:S., writes: 


Each guide differs from a metal catheter in the two essentials 
that in the former the tip screws on and off and the curve is 


more pronounced. 
The length of each 
guide is such that 


both ends of a 
rubber catheter 
passed along its 


lumen can project 
from the two ends 
at the same time. 
This feature is 
essential in certain 
circumstances. The 
guides have been 
made to take. the 
four following sizes 
(French scale) of 
rubber catheter: 
22, 18, 14,10. The 
rubber catheters 
supplied, not 
having funnel ends, 
will readilya pass 
right through the 
guides. The range 
of sizes meets the 
requirements with 
regard to the differ- 
ent ages of the 
patients. The 
curves and lengths 
of the instruments 
have been varied in 
relation to their 
size (Figs. 1 to 4). 
These guides are 
serviceable equally 
in repairing the two 
principal types of 
urethral rupture: 

1. Associated with 
fractured pelvis, in 
which the urethra is 
torn across on the 
proximal side of the 
triangular ligament 
(Fig. 8). 

2. Resulting from 
falling astride an 
object, in which the 
urethra is torn across 
on the distal side of 
the triangular liga- 
ment. 

In dealing with 
No. ‘1, after ade- 
quate treatment of 
shock and haemor- 
rhage, surgical 
intervention will be 
necessary for at 
least the following 
purposes: to 
approximate and 
maintain in apposi- 
tion the divided 
ends of the urethra ; 
to provide drainage 


for the bladder and the prevesical space. 


Because of the ordeal through which the patient has already 
passed, the surgeon before he takes up his knife will wisely 
make what preparations he can to assure that the purposes of 
the operation will be fulfilled as rapidly as possible. 


between the severed ends of the urethra may be of severa| 
inches, but complete apposition of the two segments can be 
established by employing gentle traction through a. geff. 


retaining catheter which has been adapted for this purpose and 
passed along the whole length of the urethra so as to bridge the 


gap between the torn ends. 


There are several variations in the 


Q use of the catheter guide in repairing the first type of injury: 
Pass a metal guide from the external urinary meatus into the pre. 

vesical space; if with the forefinger in the internal urinary meatus 

the guide can be directed into the proximal segment of the urethra, 
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Figures 1 to 4.—The four different sizes of metal catheter guides. 


With tip unscrewed and bearing self-retaining catheter size 22 F. fitted with rubber collar. 
With tip unscrewed and threaded with rubber catheter size 18. 
& 4. The two smallest sizes threaded with sizes 14 and 10 F. rubber catheters. 


an wnNn~e 


. An ordinary metal catheter for contrast with the curves of the metal guides. 

6. A self-retaining catheter fitted with rubber collar. 

7. A self-retaining catheter specially constructed with a reinforced neck, for traction. 

8. Sagittal section of pelvis showing ruptured urethra above triangular ligament. 

9. Urethral segments brought into alignment with metal catheter guide threaded with self-retaining 
catheter ready to be brought into position. 


catheter. 


The gap 


well and good; but 

if this manipulation 
does not succeed 
larger metal catheter 
guide can be passed 
in a _ retrograde 
manner from the 
bladder into the pre- 
vesical space. The 
tip of the proximal 
instrument is then 
unscrewed so_ tnat 
the tip of the other 
can engage its open 
end. The distal in- 
strument can now 
be drawn into the 
bladder, _ projected 
through the supra- 
pubic wound, the tip 
unscrewed, and a 
properly prepared 
self-retaining cathe- 
ter threaded along 
the lumen of the 
guide (Fig. 9), which 
is then withdrawn, 
leaving the catheter 
in position. In the 
absence of a specially 
constructed self- 
retaining catheter— 
which will in due 
course be available— 
a rubber collar of 
the dimensions of a 
half-crown is 
threaded on to the 
catheter and_ fitted 
snugly to the neck 
of any pattern of 
suprapubic self- 
retaining tube or 
catheter of _ the 
appropriate size. The 
collar must be firmly 
fixed to the catheter 
by two silkworm-gut 
threads which are 
knotted and left long 
and drawn out 
through the supra- 
pubic wound. By 
means of a_ third 
silkworm-gut _ these 
are afterwards fixed 
to the skin near to the 
wound edge, and will 
in due course be 
used for withdrawing 
the catheter through 
the suprapubic 
wound. If _ the 
catheter employed 
has a funnel-shaped 
outer end, this should 
be cut obliquely so 


that it will pass smoothly along the lumen of the metal guide. As 
an alternative a Pilcher bag may be used instead of a self-retaining 
Alternatively a Malecot or a de Pezzer catheter mounted 
on a curved stylet may be passed from the external urinary meatus 
and thus used instead of the distal metal guide. 
entered’ the bladder, and while the stylet is still in the catheter, the 


When this has 
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vesical end of the latter is projected through the suprapubic wound 


so that the rubber disk and silkworm-gut sutures may be placed in 
position. 

Yet another method is the following: Cut obliquely the outer end 
of a suitably prepared self-retaining catheter and pass it in a retro- 
grade manner into the prevesical space, where it can then be threaded 
into the catheter guide which has been passed into the same locality 
from the external urinary meatus. 


Whichever method of passing the catheter has been employed, 
before the patient leaves the table three longitudinal strips of 
elastoplast are fixed to the catheter immediately distal to the 
external urinary meatus, one on the dorsal and one on each 
lateral aspect. Through these, gentle traction is applied by 
means of a light weight and a pulley after raising the foot of the 
bed. By arranging the adhesive on the catheter in the way 
described several inches of the latter are left free, so that 
drainage can be instituted in a convenient manner. Ten days of 
such traction should result in the proximal part of the urethra 
being fixed in its proper position, so that at the end of this 
period the catheter may be safely withdrawn, in the manner 
previously indicated. When the tear through the posterior 
urethra is incomplete, traction on a self-retaining catheter is 


unnecessary, but it is wise to have an indwelling rubber catheter 
in position for seven days to encourage healing with as little 
encroachment on the lumen as possible. 
prevents the passage of the rubber catheter the difficulty may 
possibly be overcome by passing a metal guide from the external 
urinary meatus into the bladder. 
projecting from the suprapubic wound the tip of the catheter is 
seized and held as the guide is withdrawn. 


If an obstruction 


With the tip of the guide 


In dealing with a rupture of the urethra in front of the 


triangular ligament, after opening the bladder suprapubically 
and exposing the urethral tear through a perineal incision a 
metal guide is passed in a retrograde manner from the internal 
urinary meatus till it presents in the perineum. A_ rubber 
catheter is then passed from the external urinary meatus into 
the perineal incision, where it is made to engage the metal guide 
from which the tip has been removed. Then the guide is with- 
drawn and the repair carried out over the catheter. 
is accomplished I prefer to withdraw the catheter, for I am 


of the opinion 


When this 


that an indwelling catheter is not only 
unnecessary in the presence of the suprapubic drainage which 
has been provided, but is harmful to the suture line 
by encouraging sepsis. 


A NEW DIRECTOR FOR THE INSERTION OF SMITH-PETERSEN NAILS 


Mr. JAMES PatrRIcK, F.R.C.S., orthopaedic surgeon, Glasgow 
Royal Infirmary, writes : 

The principle of using a protractor type of director to estimate 
the correct line of insertion of the guide-wire along the neck of 
the femur is well known. The instrument described here was 
devised with the object of simplifying the construction and 
assembly of the apparatus and so reducing its cost. 

The instrument consisis of a sector-shaped piece of metal in 
which slots are cut lying along the radii of the sector (Fig. 1). On 
the edge of the circumference is fixed a strip of metal at right 
angles to the sector plate. On one side of this strip is a series of 
holes just large enough to take the guide-wire and corresponding 
in position to the slots. A guide-wire passed through any one of 
these holes lies exactly over the corresponding slot and enters a 





Fic. 1.—The director (half-scale). 


space between the main sector plate and a small plate fixed near 
the apex of the instrument. This latter guides the wire so that 
it crosses exactly over the apex of the instrument. 

On the other aspect of the instrument is a hollow rod fixed 
so as to lie along the central radius. This rod will allow a 
guide-wire to pass along it, and there is a locking screw to grip 
the wire. 

In the operation an incision is made over the greater trochanter 
and the bone exposed. The ridge across the base of the trochanter 
to which the vastus lateralis is attached is identified and a small 
hole is made in the cortex about one inch below the ridge. A 
guide-wire is then inserted as near as can be judged along the 
central axis of the neck of the femur and the director is threaded 
on to the wire along the hollow rod. The instrument is adjusted 


Fic. 2.—Diagram to show appearance in A.-P. and lateral 
radiograph respectively : 
shows which slot the second guide-wire must follow. 


‘ for the insertion of the Smith-Petersen nail. 


horizontally and the locking screw tightened ; an antero-posterior 
radiograph is then taken (Fig. 2). Should the x-ray film show 
that the wire is not central a straight line drawn from the 
centre of the head through the apex of the instrument will lie 
along one of the slots. This slot is noted and a second guide- 
wire introduced through the appropriate hole and pushed up 
along the femoral neck. The first wire is then removed, leaving 
the second wire in the required line so far as the antero-posterior 
view is concerned. This wire, of course, may be pointing too 
far forwards or too far back. 

Next the director is removed and rethreaded with the wire 
along the hollow rod. The instrument is now rotated so that 
it lies in the vertical plane, and a lateral radiograph is taken 
(Fig. 2). The appropriate slot in line with the central axis is 








centrai axis marked by dotted line 


estimated as before and a wire passed along the neck through the 
corresponding hole in the director. The other wire is then 
removed, leaving the final wire in the correct position ready 
The two holes on 
the edge of the sector plate of the instrument leave no doubt 
as to which is anterior or posterior in the lateral x-ray film. 
Should one hole be inadvertently covered by a metal instrument 
the other hole will still be visible. 

I have used this instrument for the past eighteen months, and 
so far as the mechanical aspect of the Smith-Petersen operation 
is concerned it appears to have entirely solved the difficulty of 
placing the nail in the exact direction desired. 

The manufacture of the instrument is in the hands of Down 
Bros., Ltd. 
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GAS INJURIES TO THE LUNGS 


Faced as we are with the possibility that once again 
poisonous gases may be used as weapons of warfare, 
there should be no need to stress the importance of 
the injuries to the Jungs that may result. While many 
gases and vapours are extremely toxic, it would be wrong 
to assume that all such gases will necessarily affect the 
lungs materially. The inhalaticn of arseniuretted hydro- 
gen, for instance, with its intense haemolytic effect on 
the erythrocytes ; of carbon monoxide, which combines 
with haemoglobin and so interferes with oxygen trans- 
port by the blood ; of chlorinated hydrocarbons, which 
produce intense degenerative changes in the liver and 
kidneys, may cause death without changes of any 
significance in the respiratory organs. There is, how- 
ever, a large group of poisonous gases which includes 
not only chlorine, phosgene, and chloropicrin, which 
figured so largely in the last war, but also such gases 
as ammonia, sulphur dioxide, and the so-called nitrous 
fumes or higher oxides of nitrogen. These gases have 
this feature in common, that they are all capable of 
causing acute pulmonary oedema, and though they may 
cause in addition inflammatory and necrotic changes in 
the mucous membrane of the trachea and bronchial 
tubes, as well as some degree of bronchial spasm, it is 
in the oedema that the real danger lies, with the threat 
of death from sheer asphyxia. On the whole it is those 
gases which have the highest sensory irritant power— 
for example, ammonia, chlorine, or chloropicrin—which 
are most liable to affect the bronchial tubes : while those 
such as phosgene or nitrous fumes, whose: sensory irri- 
tant power is less, can cause death from pulmonary 
oedema with but trifling inflammation of the bronchi 
or bronchioles. The main site of action of these gases 
is therefore the alveoli of the lung. 

Experience in the last war showed that with the de- 
velopment of the oedema two types of case can be dis- 
tinguished: the one whose suffused and deeply cyanotic 
facies and distended veins in the neck show that anox- 
aemia is accompanied by venous congestion ; and the 
other whose leaden-hued pallor and running thready 
pulse bear witness to an even graver condition of oxygen 
shortage and collapse or “shock.” Venesection was 
valuable in the first type ; it was dangerous in the second. 
Oxygen administration did good in both types; it was 
imperative in the state of pallor and collapse. But if 
the outstanding pathological changes are obvious, and 
two main lines of treatment—oxygen to combat asphyxia 
and venesection in suitable cases to relieve venous con- 
gestion—are firmly founded on experience, there is much 
that is still obscure. To what precise factors is the 
oedema attributable? That the alveolar walls and 
capillary endothelium must be injured seems certain, but 
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this damage is not irreparable. Many cases of grave 
pulmonary oedema did, in fact, recover completely 
without sequelae in the last war, though broncho- 
pneumonia might sometimes ensue. Death in the acute 
stage usually occurs within the first thirty-six hours: 
when once this critical period is past the exudation 
seems to be steadily reabsorbed from the lungs. The 
lungs are engorged with blood during the development 
of the oedema, and it is probable that, apart from 
cellular damage, the dilatation of the capillaries is itself 
a contributory factor in increasing the permeability of 
the capillary walls, while cardiac failure, should it ensue, 
will make matters worse. Nothing seems to be known 
about the lymphatic drainage in these cases of acute 
pulmonary oedema; there may be some interference 
with this, and possibly the shallow rapid respiration 
which usually results from irritation of the vagal nerve 
endings in the lungs by these gases may not favour 
lymph flow so much as the more extensive movements 
of the chest in normal breathing. Attempts to diminish 
the permeability of the lung capillaries by calcium 
chloride proved useless in the last war, and it is doubtful 
whether modern calcium therapy will give any better 
result. 
- Heart muscle is very sensitive to oxygen deficiency, 
and cardiac failure is to be anticipated from this cause 
in severe cases of pulmonary oedema. But there is 
another factor that must be taken into account—the 
haemoconcentration which accompanies the exudation 
of fluid into the lungs and is most evident in the worst 
type of pallid cyanosis. The analogy with other con- 
ditions of “shock ” is clear. How far increased vis- 
cosity of the blood due to this haemoconcentration, 
coupled perhaps with increased resistance in the 
damaged lung capillaries, imposes a greater strain on 
the right heart remains uncertain. In view of the 
possible accentuation of the oedema an attempt to reduce 
the haemoconcentration by transfusion of plasma can- 
not be justified without clearer experimental evidence 
than is at present available ; although during the last 
war animal experiments in America were thought to 
show that intravenous infusion of saline after vene- 
section had some beneficial effect. Cardiac stimulants 
have had their advocates, particularly on the Continent, 
but their substitution for oxygen therapy, which does 
so much to remove one of the principal causes of cardiac 
failure, is akin to flogging a tired horse ; in association 
with oxygen they should have a better chance of success. 
Although inhalation of the lung-irritant gases causes 
immediate coughing and choking and even retching and 
vomiting—symptoms more marked and persistent with 
some gases than others—these immediate signs of irri- 
tation often subside, and an interval, perhaps of several 
hours, may elapse before there is serious evidence of 
pulmonary oedema, which may then increase with 
alarming rapidity, often as the result of some muscular 
exertion. This delay, which introduces such difficulty 
in correctly appraising the real severity of the case in 
the early stages, may be attributable merely to the 
insidious development of oedema and anoxaemia, but 
the sudden accentuation of the oedema as a result of 
the circulatory changes and rise of blood pressure caused 
by muscular effort, the failure of a heart already weak- 
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ened by shortage of oxygen to meet the sudden strain 
of exertion, or possibly the liberation of such a sub- 
stance as histamine from the damaged lung tissues, may 
all play a part. One thing is certain—that muscular 
exertion, which in any case means that the body uses 
up more oxygen, must be prohibited. 

In its effect on the lungs that remarkable vesicant 
mustard gas differs greatly from the acute lung-irritant 
gases. Whereas it is pulmonary oedema which en- 
dangers life in the case of the latter, this is not a serious 
feature with mustard gas unless the concentration of gas 
is very high ; it is the damage to the respiratory passages 
that matters. Depending on the dose of vapour inhaled 
this may vary from the mildest laryngitis, with hoarse- 
ness and trivial cough, to the most intense destructive 
inflammation and necrosis of mucous membrane from 
the larynx to the smallest bronchioles, while bacterial 
infection of the necrotic debris may initiate a wide- 
spread septic bronchopneumonia. The full damage to 
the mucous membrane may take many hours to develop. 
In the last war there were rare cases of death from 
obstruction of the respiratory passages by debris and 
false membrane, but apart from these death was as a 
rule delayed and invariably due to bronchopneumonia. 
There is no specific remedy ; ; treatment must follow the 
same general lines as in bronchopneumonia from other 
causes. Lewisite does not differ greatly from mustard 
gas in its action on the lungs, but is perhaps more prone 
to cause pulmonary oedema as well as grave damage to 
the air passages. 

With acute lung-irritant gases there is a critical early 
period, and the aim must be to tide the patient over 
this. If this can be accomplished there is a good chance 
of ultimate recovery With the vesicants there is no 
such critical early period ; recovery is a question of the 
ability to withstand secondary infection. 





RADIOLOGY TO THE HELP OF OBSTETRICS 


Some forty-five years have elapsed since x rays were 
harnessed to medical science. Although their use is 
now extending to obstetrics, the new tool has hitherto 
been tardiiy accepted in this special field. There are 
reasons for this. The mechanical factors influencing 
labour are many and varied, and not the least important 
of them is the function of the uterine muscle, a matter 
concerning which x rays can give no help. Even 
with regard to the shape and size of the pelvis matters 
ate far from easy, for the radiographic film tends to give 
a false impression of precision, and no easy method 
exists by which a three-dimensional problem can be 
solved by reference to one, two, or even three sets of 
pictures, in each of which the possibility of shadow 
distortion is ever present. Another difficulty has been 
the frequent lack of co-operation between radiologist 
and obstetrician. To quote from one recent paper: 
“The radiologist seldom has a clear understanding of 
the obstetrician’s problems and needs: the obstetrician 
rarely appreciates the radiologist’s difficulties and limita- 
tions.” Nevertheless, substantial progress has of late 
been made in this difficult field, and contributions to 
the literature now follow each other in quick succession. 


Clark Nicholson’ of Moreton-in-Marsh has devised a 
highly accusate method of pelvimetry, and has pains- 
takingly analysed his results according to modern 
statistical methods. He has estimated the frequency 
of variations of pelvic size, at both the brim and the 
outlet, and has correlated the difficulties in subsequent 
labours with the incidence of these abnormalities. 
Hastings Ince and the late Matthew Young made a 
somewhat similar investigation among the obstetric 
patients of University College Hospital. From these 
valuable papers the following conclusions of general 
interest emerge. 

The measurement of the true conjugate is greater than 
that stated in the standard textbooks: it is usually in 
the region of 44 inches. There is little correlation 
between different sets of pelvic variations—for example, 
the shape of the outlet has no constant relation to the 
shape of the brim. External measurements are un- 
reliable guides to the measurement of the true pelvis : 
this is especially so with regard to the external conjugate. 
Ince and Young state, however, that there is a fairly high 
correlation between the intercristal measurement and the 
transverse diameter of the brim. According to the same 
workers there is little evidence of any relation between 
the pelvic characters, including the shape of the brim. 
and physical characters expressive of type of body build. 
This matter has also been recently thoroughly investi- 
gated by Greulich, Thoms, and Twaddle,’ who hold a 
somewhat different view, but agree that the correlation 
is too uncertain to be of value in predicting pelvic type. 
Nor is there any relation between pelvic characters and 
hirsutes and “ masculine ” distribution of pubic hair. 

Three factors have a special influence on the inci- 
dence of delivery by forceps: these are the size of the 
pelvic outlet, the size of the subpubic angle, and the size 
of the baby. Nicholson, stressing the importance of the 
subpubic angle, writes: “We can now definitely state 
our conclusion that the great majority of the minor diffi- 
culties of labour, so far as these are due to contraction 
of the pelvis, are due to a contraction of the outlet. 
which is quite unassociated with any contraction or 
any alteration of the shape of the brim.” Ince and 
Young prefer the old classification of pelvic contrac- 
tion into the two main types of the flat and the generally- 
contracted to the ten or twelve types suggested by 
Caldwell and Moloy, a classification which relies too 
much on subjective impressions regarding the shape of 
the pelvic brim. More recently Chassar Moir,’ working 
in the new Nuffield Obstetric Department at Oxford, has 
described methods, both clinical and radiological, by 
which pelvic contraction may be detected and the prob- 
able course of labour foretold. Like other workers. 
Moir stresses the importance of outlet contraction as 
the cause of difficult delivery, and prefers to call such 
pelves by the name of “ funnel pelvis,” as recommended 
many years ago by Whitridge Williams. While radio- 
graphy gives the clearest indication of outlet contrac- 
tion, much may be done by digital palpation: the 
distance between the tip of the sacrum and the under- 
margin of the pubic bone may be estimated, and so also 
the size of the subpubic angle and the distance between 


ry, Obstet. gt Brit. Ba, 1938, 45, 950. 
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the spines of the ischium. Such methods do not aim 
at high accuracy, and in case of doubt recourse should 
be had to radiological examination. Moir stresses the 
value of the lateral view of the pelvis, obtained accord- 
ing to Thoms’s technique, both before and during labour. 
This he considers the most’valuable of any single x-ray 
examination ; incidentally it is also the easiest picture 
to obtain. Pelvimetry without cephalometry is almost 
meaningless. A useful estimation of the size of the foetal 
head can usually be made from the lateral radiograph 
of the pelvis. In cases of difficulty additional help can 
be obtained from a film exposed for brim pelvimetry. 
In breech presentation the clinical test for disproportion 
between head and pelvis is impossible, and Moir urges 
that in such patients x-ray pelvimetry and cephalometry 
should always be employed. Many of the difficulties 
and dangers encountered in breech delivery, particu- 
larly in primigravid women, could thus be avoided. In 
our present issue (p. 543) O’Sullivan and McLaren, in 
a paper on radiology in disproportion, again stress the 
value of the lateral or profile view of the pelvis. By its 
use not only may the obstetric conjugate be measured 
but the curve of the sacrum may be demonstrated and 
the antero-posterior dimension of the cavity and outlet 
easily determined. A simple method is suggested of 
estimating the “fit” of the head and pelvis. This test 
will be of most value when the foetal head is con- 
veniently positioned to show its shortest diameter : 
when, however, it is otherwise positioned a “ negative ” 
finding would have to be accepted with reserve. 

Enough has been said to show that radiology is fast 
becoming an accepted tool in obstetric practice. But 
all new tools must be used with caution. And here we 
may once more quote Nicholson: “ As is the case with 
most new methods, radiological pelvimetry has suffered 
more in reputation from the enthusiasm of its followers 
than from the criticism of its detractors. Nobody is so 
foolish as to claim that the radiologist is to supersede 
the obstetrician in the judgment as to when a Caesarean 
operation is necessary ; but nobody should be so foolish 
as to claim that the obstetrician can afford to neglect 
precise information about the bony pelvis with which 
he has to deal.” 








GOVERNMENT HOSPITAL POLICY 


Last week the Minister of Health made a statement in 
the House of Commons on the Government’s post-war 
policy on hospitals which is of the highest significance 
to both voluntary and municipal hospital authorities. 
This policy is based on the solid foundation of 
making available by means of a comprehensive hos- 
pital service appropriate treatment to every person 
needing it. The duty is to be laid on major local autho- 
rities, acting in co-operation with the various voluntary 
agencies concerned, to secure the provision of this 
service “by placing on a more regular footing the 
partnership between the local authorities and the 
voluntary hospitals on which the present hospital ser- 
vices depend.” The service will be based on larger 
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areas than those of existing local authorities: this js an 
endorsement of the policy of regionalization with which 
everyone is now so familiar and to which modern 
conditions and logic obviously point the way. The 
Minister has already had preliminary discussions with 
representatives of the voluntary and the municipal hos. 
pitals, and is instituting a survey of the hospitals jn 
London. In his statement he referred to the valuable 
preliminary work that had already been done in the 
Provinces under the auspices of the Nuffield Provincia] 
Hospitals Trust. In order to avoid waste and over- 
lapping the Government’s policy is to secure the pro- 


vision of the more specialized services at teaching hos.: 


pitals and at other centres which serve the larger regions 
contemplated. 


So far as the important question of the payment for 
this reorganized service is concerned, the Government 
recognizes the principle that patients should make “a 
reasonable payment ” towards the cost, whether through 
contributory schemes or otherwise ; the limiting factor, 
it may be assumed, being the patient’s capacity to pay. 
The provision of a reorganized hospital service will put 
a heavy burden on both voluntary and council hospitals, 
«ind the Government has established the highly impor- 
tant principle of making Exchequer moneys available for 
the increased cost that will be incurred. This decision 
is significant in view, especially, of the State help 
which will be needed for rebuilding damaged hospitals 
after the war. It may be remembered that after the 
last war, when there was a steep fall in the incomes of 
the voluntary hospitals, the Government compensated 
them direct to the extent of half a million pounds. As 
the duty of securing the reorganized hospital service is 
laid upon the major local authorities, Exchequer grants 
will be made to them for any new burden that is 
incurred in providing and maintaining their own hos- 
pitals and in contributing to the expenditure of 
voluntary hospitals. 


Those who have fears for the future of the voluntary 
hospitals may wonder whether this financial channel will 
give the local authority increasing control over them; 
whether, in fact, this is a step towards converting the 
voluntary into council hospitals. So far as the teaching 
hospitals are concerned, some reassurance comes from 
the statement that they will be assisted by way of 
increased educational grants, presumably through the 
University Grants Committee ; but should the financial 
assistance to the voluntary hospitals through council 
channels become large, then, it might be feared, so 
would the control of the destinies of these hospitals. 
While the various agencies which provide the hospital 
service of the country will jealously watch their rights, 
they will, it is certain, be eager to meet the obligation 
that is now to be put upon them. The Minister's 
statement brings to solid earth what has long been in 
the air, and asserts as Government policy the three 
important principles of regionalization, co-operation 
between voluntary and local authority bodies, and, last 
but not least, State aid to the hospitals of the country. 
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\N INTERNATIONAL STANDARD FOR VITAMIN E 


We are asked to announce that an international standard 
for vitamin E has been established, and that, as in the case 
o{ the international standards for the vitamins A, B.,.C, 
ind D, the National Institute for Medical Research, Hamp- 
jead, acting on behalf of the Health Organization of the 
League of Nations, has undertaken its supply to labora- 
ories, institutes, and research workers throughout the 
world. 

Synthetic racemic « tocopheryl acetate (C;,H..O;) has 
igen adopted as the international standard for vitamin E. 
The investigation of the chemical, physical, and biological 
properties of this substance, its suitability for adoption as 
the international standard, and the manner. of its applica- 
ion in biological assay was carried out, at the request of 
the Health Organization of the League of Nations, by the 
Vitamin E Subcommittee of the Accessory Food Factors 
Committee of the Lister Institute and the Medical Research 
Council. The subcommittee was able to enlist the co- 
operation of experts in fourteen laboratories in Europe and 
America, and as a result it was able to recommend the 
adoption of synthetic racemic « tocopheryl acetate as the 
international standard for vitamin E. The subcommittee 
further recommended that the international unit for vitamin 
Eshould be defined as the specific activity of 1 milligramme 
of the standard preparation, this quantity being the average 
amount which, when administered orally, prevents resorp- 
tion-gestation in rats deprived of vitamin E. 

In normal circumstances the results of the co-operative 
investigation would have been submitted for discussion at 
the third International Conference on Vitamin Standard- 
ization, which had been arranged for the autumn of 1939. 
On account of the war this conference could not be held. 
The report and recommendations of the subcommittee have, 
however. been placed before those members and officers 
of the League of Nations Permanent Commission on 
Biological Standardization and of the International Con- 
ference on Vitamin Standardization who were available 
and accessible, and these consented to accept the responsi- 
bility of taking such decisions as would normally be 
accepted by a properly constituted International Confer- 
ence and by the Permanent Commission. They have 
accordingly adopted the proposed standard for vitamin E, 
accepted the recommendation defining the international 
unit, and authorized the National Institute for Medical 
Research, Hampstead, to proceed with the distribution of 
the standard. 

The international standard for vitamin E is issued in the 
form of a solution in olive oil of which one international 
unit is contained in 0.1 gramme. It will be supplied to 
directors of national control centres in those countries in 
which these have been established, for local distribution ; 
also to laboratories, institutes, and research workers in this 
country, and in those countries in which national control 
centres have not yet been established. Application should 
be made to the Department of Biological Standards, the 
National Institute for Medical Research, Hampstead, 
London, N.W.3. 


A MEDICAL OFFICER’S CONSCIENCE 


Dr. W. A. McLennan, medical officer of health for the 
borough of Dudley, has been suspended from his post for 
the duration of the war by the borough council for the 
Sole reason that Dr. McLennan has registered his con- 
scientious objection to serving with the armed Forces. We 
print in the Supplement the correspondence between the 
B.M.A. and the Ministry of Health and the Town Clerk 
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of Dudiey. The Association has first of all protested 
against this action on the part of the borough council, 
and, secondly, has refused to accept for advertisement in 
its columns a notice inviting applicants to apply for the 
vacant post—two actions which will no doubt be endorsed 
by the medical profession generally. We are not con- 
cerned here to discuss the ethical basis of Dr. McLennan’s 
conscientious objection, but we may feel sure that he looked 
deeply into his conscience before making what is in these 
days a difficult decision. It was laid down by Mr. 
Chamberlain at the beginning of this war that there was 
to be no persecution of those whose scruples forbade them 
to take a course which their conscience and religious prin- 
ciples did not allow them to follow. There is no reason to 
believe that since Mr. Chamberlain’s statement in the 
House of Commons there has been any change in Govern- 
ment policy, and the Dudley Borough Council's decision is 
particularly lamentable in the case at issue, because of the 
need for civilian doctors. As the correspondence points 
out, Dr. McLennan is a key officer of recognized experi- 
ence and efficiency, and the number of suitable men avail- 
able to fill his post is very small. This kind of local 
arbitrary action against declared Government policy and 
against the civilized principle of a man’s right to adhere 
to deeply grounded convictions is difficult to tolerate. 


STREPTOCOCCAL ULCERATION AROUND 
WOUNDS 


The writings of Meleney, to which reference has several 
times. been made in these columns, have defined and now 
made generally familiar a form of spreading ulceration of 
the skin which sometimes develops around infected opera- 
tion wounds, usually of the chest or abdomen. Zinc 
peroxide is said to be a specific for this condition—and 
has indeed been found useful as an application to various 
other types of indolent septic area, especially where 
anaerobic infections exist—though there are puzzling 
features about impurities in the zinc peroxide used and the 
inactivity of some preparations which led us to suggest that 
perhaps oxygen liberation is not the modus operandi of 
this treatment, as its author and others have supposed. 
According to Meleney the cause of the spreading skin 
ulceration described by him is a micro-aerophilic haemo- 
lytic streptococcus, but the characters of this organism have 
not, so far as we are aware, been as fully investigated as 
they deserve. That a streptococcus is responsible, and that 
it tends to be micro-aerophilic in its habit of growth, every 
bacteriologist knows who has met this interesting con- 
dition. Whether in all its characters other than atmospheric 
requirements it is simply a Streptococcus pyogenes is 
another matter. It is not even known whether these 
characters are constant, and the observations of J. Reicher’ 
suggest that they are not, since he has had a small series of 
cases with features which, according to Meleney’s definition, 
are anomalous. Of two typical cases of undermining and 
spreading ulceration one was found to be due to a strepto- 
coccus of the type described by Meleney, whereas in the 
other the organism was non-haemolytic. On the other 
hand, both these types of streptococci, haemolytic and non- 
haemolytic, though micro-aerophilic in each case, were 
found in lesions in other patients which had different 
characters, showed no spreading tendency, and responded 
to other forms of treatment. This short series of cases 
suggests the need for further study of such streptococci. If 
a number of strains could be collected from typical cases 
of spreading ulceration as described by Meleney, they 
' Surg. Gynec. Obstet., 1941, 72, 651. 
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should be investigated by the various methods employed 
for classifying streptococci, of which there are many. | If 
they are in fact to be classed as S. pyogenes it would be 
interesting to know whether they belong to any of the 
known Lancefield groups. The fact that similar micro- 
aerophilic streptococci can be found in lesions with other 
characters is of course no evidence against the specific nature 
of the lesion described by Meleney, but it does raise the 
questions of the distribution and source of these organisms. 
Streptococci similar in their atmospheric requirements and 
in their morphology—characteristic points being the small 
size of the individual coccus and the great length of its 
chain—are not uncommon in lung and cerebral abscesses. 
Are they obligatory pathogens derived from an external 
source, or do they—as appears more likely—sometimes 
exist as saprophytes in the mouth or lower bowel? As 
opportunities occur, these are matters which should repay 
investigation. 


DIGITALIS PREPARATIONS COMPARED 


There are few official but many proprietary preparations 
of digitalis; new forms of the latter appear from time to 
time, often with claims of superior therapeutic properties 
combined with freedom from toxic effects. It has generally 
been found, however, that these attributes, therapeutic and 
toxic, are inseparable and vary simply with the activity 
and dose of the preparation. A comparison of six com- 
monly used forms of the drug has been made by W. Evans,’ 
based on the results in eighteen patients with heart failure. 
All had rheumatic heart disease with mitral stenosis and 
auricular fibrillation, which is particularly suitable for the 
investigation of digitalis action. Each preparation was 
given for fourteen days in the doses reckoned equivalent 
on the basis of biological assay, and at the end of each 
fourteen-day period the heart rate and the severity of 
symptoms and signs were estimated. Improvement in the 
latter coincided closely with reduction in heart rate. 
although the optimum rate varied considerably from patient 
to patient, being as low as 52 per minute in one and as 
high as 115 in another. The satisfactory control of symp- 
toms combined with absence of toxic effects and decrease 
in heart rate was obtained with all six preparations, which 
in the order of efficiency of the doses used were : powdered 
digitalis leaf; digitaline (Nativelle): digifoline (Ciba) : 
digoxin (Burroughs Wellcome); tincture of digitalis ; and 
digitaline (Allen and Hanburys). A trial was also made of 
three other drugs which have a digitalis-like action and 
which have been vaunted on the Continent and in America 
as being equal or superior to digitalis itself. These three 
drugs—folinerin obtained from the oleander tree, stroph- 
anthin, and ouabaine (a strophanthin glucoside)—proved 
unsatisfactory. Strophanthin and ouabaine did not lead 
to any improvement but often caused toxic effects, while 
folinerin was followed by improvement in only two of the 
eighteen patients. Finally coramine (nikethamide) and 
cardiazol (leptazol)—two drugs sometimes described as 
heart stimulants—were given. They were without avail in 
the control of symptoms, and because of this had to be 
replaced by digitalis after seven days. Moreover, they 
appeared to cause toxic symptoms. Evans’s study indicates 
that the dried leaf is a very satisfactory preparation of 
digitalis. It is favoured by many cardiologists to-day just 
as it was by Withering over 150 years ago; in fact we 
have little better remedy than the “ Flower of Physicians,” 
except that there is now at our disposal a pure glucoside 
of digitalis, which may be used intravenously when a quick 
action is needed. The leaf, moreover, is cheap, the 


1 Brit. Heart J., 1940, 2, 51. 
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cheapest with the exception of the tincture. In this study 
the effects of different preparations were compared on the 
same patient—the only possible way, as each patient is a 
law to himself. If this be accepted, it follows that potency 
in man cannot be based alone upon biological assay, nor 
can the correct dosage be based upon body weight or any 
other preliminary consideration, but simply upon the clini- 
cal results as shown by continued observation. After 150 
years we still need to draw the moral from Withering’s 
statement : “ The more we multiply the form of any medi- 
cine the longer we shall be in ascertaining the real dose.” 


WELFARE OF BRITISH BLIND 


The seventy-third annual report of the National Institute 
for the Blind (224, Great Portland Street, W.1) is a record 
of fine achievement in conditions that have entailed the loss 
of valuable lives and the wrecking of a sunshine home for 
blind babies, of the Institute’s talking-book recording 
studio, of the headquarters of its home industries depart- 
ment, and other premises. Yet, though the calm of its 
normal procedure had been disturbed and progress along 
familiar lines partially diverted, the report declares that the 
problems, the difficulties, and even the dangers of the times 
have “enlivened the work, tested its vitality, revealed its 
ingenuity, and proved its capabilities under abnormal 
stresses.” Blind readers have continued to receive their 
embossed newspapers, students to have their textbooks 
transcribed into Braille, men and women to be trained as 
masseurs ; and similar continuity has existed in each of the 
Institute’s other services to the sightless. Time has even 
been found to send out books in Moon type to the aged 
blind of America and the Empire. Many special wartime 
duties have been undertaken in respect both of people 
blinded by enemy action and of the new needs of those 
already blind. It can to-day offer immediate help to every 
war-blinded civilian as the casualty occurs, and homes of 
recovery for this purpose are now operating in various parts 
of the country. The gift of one of these homes by the 
American public was a timely and significant act. 


Dr. R. D. Gillespie, who now holds the rank of Wing 
Commander in the Royal Air Force, has been granted leave 
of absence by the Air Ministry to report to the American 
medical profession his first-hand observations on the 
psychological effects of air warfare on the British public. 
He is visiting America at the request of the Salmon Com- 
mittee on Psychiatry and Mental Hygiene of the New York 
Academy of Medicine. He will deliver the Salmon 
Memorial Lectures in the, New York Academy Building 
on November 17, 18, and 19, speaking on “ Psychoneuroses 


from the Standpoint of War Experience.’ The New York | 


lectures will be followed by addresses before the Chicago 
Neurological Society, the Chicago Institute of Medicine. 
and the Illinois Psychiatric Society in Chicago, and lectures 
in Toronto. Ontario, and San Francisco, California. 


Mr. W. C. W. Nixon, F.R.C.S., F.R.C.O.G., will deliver 
the fourth William Blair-Bell Memorial Lecture, on “ Diet 
in Pregnancy,” before the Royal College of Obstetricians 
and Gynaecologists, 58, Queen Anne Street, W., on Satur- 
day, October 25, at 2.30 p.m. Medical practitioners not 
members of the College-will be welcomed. 
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THE ARMY MEDICAL OFFICER 


BY 


J. T. ROBINSON, M.A., M.D., B.Ch., D.T.M.&H. 
Major, Royal Army Medical Corps 


As the war proceeds and the field of operations extends, more 
officers and men are required to fill the fighting Forces. To keep 
pace with the extension of these commitments in fighting per- 
sonnel the age groups for recruitment are being gradually raised. 
The medical needs of the armed Forces must be met and doctors 
will be concerning themselves with the implications of their 
calling up. Family disruptions, temporary severance from 
practice and civil appointments, and financial adjustments form 
some of the considerations which will face these practitioners, 
who will also be concerned with their future in one of the fighting 
Services. 

The medical profession is privileged to a degree which few 
other professions enjoy in war. Medical students who have 
completed two satisfactory terms in anatomy and physiology are 
reserved to enable them to graduate, doctors are not required to 
serve in the ranks but are granted commissions on being called 
up for service with the armed Forces of the Crown, while the 
medical officer is employed in work which is essentially in touch 
with, and part of, his professional work. 

Many doctors liable for service will be recruited into the 
R.A.M.C. and will be anxious to have some information regard- 
ing what is expected from them as medical officers, and of the 
steps taken to adjust them to their new work and environment. 
This is the purpose of this brief article. It is not intended to 
describe in detail the duties which a medical officer in charge 
of effective troops is expected to perform. These are fully 





depicted in the Regulations of the Army Medical Services, and 
in a recent pamphlet, Notes for Medical Officers, 1941, which is 
issued to every serving medical officer. Colonel Middleton’ has 
ably described the work of the regimental medical officer in his 
interesting Honyman Gillespie Lecture delivered in September, 
1940, while Captain Pozner’ has recently given his personal 
experience and impressions of regimental medical practice. 
Medical practitioners not in the Services will therefore have some 
idea of the responsibilities of the medical officer in the Army. 


The Corps and its Function 


The Royal Army Medical Corps first came into being on 
June 23, 1898, by a Royal Warrant of Queen Victoria, and the 
badge with the motto “In arduis fidelis” was granted. In the 
same year the Corps made its first appearance with an Army in 
the field in the Nile Expeditionary Force. With the Corps 
organization, military titles, and a secure position in the military 
hierarchy came a great impetus to medical and surgical keenness. 
Officers had to select a special subject, and research was marked 
out as one of the high roads of advancement. Men like Bruce, 
Leishman, and many others adorned the Corps. 

From its inception the Corps has played a noble part in every 
campaign in the scientific efforts to discover and check disease 
and in the efficient care and treatment of the sick and wounded 
of the Armies in the field. From the war of 1914-18 it emerged 
with outstanding credit, and the names of officers and men were 
prominent in the lists of awards for valour. When the history 
of the present struggle is written the Corps will assuredly be given 
an honourable place and will be depicted as having lived up to 
the great tradition of the past. The doctor of yesterday who has 
become the medical officer of to-day will no coubt adorn once 
again the lists of those awarded for bravery and bring glory to 
the medical profession and the Corps. “ 

To the mind of the uninitiated the function of the Corps 
presents a series of pictures in which the wounded soldier is seen 
receiving first aid on the battlefield, moving to rear by field 
ambulance, being cared for in well-equipped hospitals by efficient 
doctors and nurses, and finally leaving hospital restored to duty. 
These concepts are correct but fail to give the whole picture. 
To them must be added the responsibilities of (a) the prevention 
of disease by necessary sanitation measures ; (b) the collection, 
evacuation, and treatment of the sick and wounded in all theatres 
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of war ; (c) the provision and distribution of medical equipment 
and supplies ; (d) the maintenance of morale by a medical organi- 
zation which imbues officers and men with a conscious confidence 
that immediate medical aid is available at all times; (e) the 
preparation and preservation of records of sick and injured for 
the adjudication of claims for disability with justice both to the 
Government and to the soldier, and also for statistical purposes ; 
and (f) the training of personnel to carry out these responsi- 
bilities. 

In all these the medical officer has an important part. His 
duty is the conservation of man-power and the maintenance of 
a high standard of physical fitness and morale throughout the 
Army. Famous military commanders have frequently spoken in 
high praise of the conscientious and efficient medical officer. 
General Thorne,* commander of an Army Corps, in an address 
to medical officers, has stressed that the first and most important 
contribution that a medical officer can make to fighting efficiency 
in the Army is by his efforts to improve the standard of “ man- 
mastership.” He pointed out that economy of force was vitally 
important in war, and that the medical officer by his professional 
efficiency does much to avoid unnecessary wastage of man-power 
when a soldier either mentally or physically sick was returned to 
his unit a fit man. He emphasized that the most striking lesson 
he had learned as a Divisional Commander was the reliance 
placed by a commanding officer on his medical officer to raise 
the standard of human relationships in the unit to a high level. 
Concluding his address he expressed the view that the manage- 
ment of men was an art, but that the medical officers, by using 
their technical knowledge, could make it almost a science. 


Civilian Medical Practitioner to Medical Officer 


Readers are aware of the machinery of the Central and Local 
Medical War Committees for the supply of medical officers to 
meet the demands of the Services, of the arrangements made to 
protect the practices of those who join, and of the responsibilities 
of these committees in safeguarding the medical needs of the 
civil population to meet all emergencies. It may be of interest 
to them to learn something of what transpires when doctors are 
recruited for commissions in the Royal Army Medical Corps. 

The War Office on receipt of these nominations makes arrange- 
ments for the interview and physical examination of each candi- 
date. At the interview the latter is requested to fill in a special 
form regarding details of qualifications and other relevant matter 
relating to appointments held, for the information of the Medical 
Department. The candidate is officially informed of his accept- 
ance or otherwise for a commission. All commissions are in the 
rank of lieutenant, and those who have had service in the 
R.A.M.C. in the last war in the rank of captain are eligible for 
promotion to this acting rank from the date of commission. 

A careful record is kept in the Medical Department of the 
War Office of the qualifications and experience of every candi- 
date, so that each may be placed at some future date in an 
appointment for which his talents are considered best suited. 
All documents of those possessing higher qualifications and 
experience are submitted to the consultants in the branch of 
medicine or surgery in which an officer has shown special 
aptitude and skill. If considered to possess the necessary ex- 
perience and qualifications for employment in his selected subject 
efforts are made to appoint him to a post within establishment 
where he can continue such work. If none is immediately 
available a careful record is kept for future employment when 
a vacancy occurs. 


Training Courses 


In the less venturesome there is an element of anxiety which 
inhibits the desire to take on a new life and dwell in a new 
environment, leaving behind something sure for an indefinite 
future. Individuals in the medical profession particularly take 
pride in carrying out work in which they are masters. They 
are reluctant to take up employment which means new and 
additional responsibilities for which they feel unprepared. This 
is perhaps the view presented to the minds of those who sud- 
denly find themselves for the first time in the uniform of a 
medical officer of the R.A.M.C. Such anxiety is unnecessary, 
because just as the newly joined gunnery officer must learn 
the technical and intricate details of weapons which he has 
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never before understood, so special arrangements are available 
to acquaint and train the newly joined medical officer in the 
principles and elementary knowledge of his more military duties 
so that he will be happy and well equipped for his future 
environment and responsibilities. 

Those granted emergency commissions are expected to report 
to one of the R.A.M.C. Depot and Training Establishments for 
Medical Officers. Here he is initiated into the organization and 
administration of the Corps, the general organization of the 
Army, and co-operation with other arms and Services. He 
receives instruction in field medical work, map reading, the 
use of the compass, P.A.D. (the Army’s A.R.P.), and other items 
of essential value in the battlefield. He is also given lectures and 
demonstrations of the records and reports which he is expected 
to maintain, and how and when these should be rendered. He is 
given a free issue of books and pamphlets on all relevant matters 
which he is expected to know. These are carried with him and 
are available for guidance and ready reference. This course 
now lasts for three weeks, after which one week is spent at the 
Army School of Hygiene, where the professional activities of 
the medical officer are primarily directed to environmental sani- 
tation, water supply, sewage disposal, anti-malarial work, and 
inspection of rations. On completion of this four-weeks course 
the officer is posted for duty to either a field medical unit. 
hospital, training centre, or regiment according to the require- 
ments in medical personnel. Wherever he is sent he will still 
have much to learn, but wil! never be completely divorced from 
his professional work if interested and conscientious. As the 
exigencies of the Service demand, medical officers are moved 
from one appointment to another, and may be sent to all parts 
of the world where troops are required. For those proceeding 
to tropical climates courses are arranged in tropical medicine 
and hygiene. These are held at the London School of Hygiene 
and Tropical Medicine and the Liverpool School of Tropical 
Medicine by the kindness of the respective deans, while other 
courses are held at the Royal Army Medical College, Millbank. 
London. Courses are also given in the medical aspects of chemi- 
cal warfare to all officers. All who have attended testify to the 
valuable and practical knowledge which they assimilate from 
these courses. 


The Medical Officer and the Unit’ 


The medical officer in charge of effective troops is in the 
unique position of being able to study the newly joined recruit, 
especially his reaction to military training and environment, 
treating him when he is sick or injured, and finally deciding on 
his ultimate disposal. In the university and medical school 
the teacher is never tired of impressing on the medical student 
to “ observe.” The qualified doctor therefore should possess this 
essential attribute to a high degree, and it is this that makes the 
life of the medical officer interesting and provides him with a 
technique which, if properly employed, will enhance his know- 
ledge of humanity and better equip him for his return to practice 
after the war. 

The first thing which strikes a medical officer in dealing with 
soldiers is that they differ considerably from the patient in civil 
life. There are few scrimshankers in the Army of to-day, but 
these few prey on the kindness and inexperience of the newly 
joined medical officer, and if allowed to get away with their 
frivolous complaints can quickly demoralize a whole unit. Others 
will carry on with disabilities and ailments until they drop. 
The action and behaviour of individual soldiers to injury and 
disease present features of unique study under the rigours 
and monotony of Service life. 

- The medical officer has also a definite duty to his country to 
equip himself with a practical knowledge of psychiatry in order 
to differentiate between functional and organic disease. The 
frequent attendance of a soldier at sick parade will give him 
opportunities to observe the temperament, character, and intel- 
lectual qualities of the individual, and lead to a full investigation 
of his physical and mental capacity. Co-operation with the 
psychiatric specialist will add to his own knowledge, in many 
cases lead to the cure of the soldier, in others to the soldier’s 
adaptation to more suitable employment within the Army, while 
those unsuited for Army life will be quickly sifted out, thereby 
avoiding unnecessary expense and wasted time in training. A 
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thorough physical examination of ¢very man who reports sick 
is the first duty of every medical officer. 

In order ta take his proper place as the adviser to the com. 
manding officer of the unit in all matters relevant to the pre. 
vention of disease and the preservation of the health of the men 
in a unit the medical officer must have a thorough knowledge of 
the propagation, prevention, and treatment of infectious diseases, 
sanitation, water and its purification. Om him rests the decision 
as to whether the Army ration is fit or unfit for human con. 
sumption. 

The efficient medical officer will also identify himself with the 
interests and daily routine of the officers and men of the unit of 
which he has medical charge. He will interest himself in their 
training, take pride in reading and understanding the various 
Army manuals connected with the weapons they use and the 
vehicles they drive. He will march and play with them, enter 
into their social activities, and be with them in their hours of 
trial to cheer and encourage the faint-hearted, and succour and 
give aid to the wounded. By so doing he will not only gain the 
respect and affection of the unit, but will increase in wisdom 
and knowledge by his personal contact and co-operation with 
all types and conditions of men. His wide interests should stimu- 
late his professional acumen, and will enable him to take his true 
place as docter, guide, philosopher, and friend to all. 


Conclusion 


The great men ef the profession have always taken pride in 
acquiring Knowledge on subjects outside their medical attain- 
ments, and many have added honour to the profession in 
politics, law, and other spheres. To them every subject and 
person is of interest and a new experience gained. The medical 
officer has the opportunity to take his place with the ‘‘ Great ” in 
this respect. 

To combine medicine with efficient modern soldiering has the 
immediate aim of winning the war. Many other results follow 
also when a doctor takes this line whole-heartedly. and the benefits 
to the soldier, Army, community, and nation are obvious to all. 
Only in this way can the medical officer give the maximum 
service to his country, and no sphere offers such opportunities 
for dealing with the individual problem of men. No other 
line of work offers the same chance of affecting the social future 
and well-being of the country as that of the whole-hearted 
intelligent medical officer. 

In view of the many apparent duties and interests which will 
absorb his time the prospective medical officer will be concerned 
with keeping himself abreast of modern developments in medi- 
cine and surgery. The War Office has ensured that modern 
research and therapeutics consistent with the latest practice of 
medicine and surgery are available for each medical officer in a 
concise form. Each month the Army Medical Directorate 
Bulletin is issued free to all, and the Bulletin of War Medicine 
produced by the Medical Research Council is also available. 
The latter contains abstracts of relevant articles in all branches 
of medicine, surgery, and kindred subjects, and is a mine of 
information. 4 


I wish to thank the Director-General, Army Medical Services, 
for permission to publish this article. 
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A tribute to the good will and sympathy of Americans in help- 
ing to relieve the distress of war in this country has been paid by 
the Lord Mayor of London in accepting on behalf of the London 
Chest Hospital, Victoria Park, E., a parcel of valuable drugs pre- 
sented by Mrs. Edward Murrow of the Bundles for Britain 
Movement, which has adopted the hospital. The drugs, which 
had been flown to this country, were contributed by nurses in 
Dayton, Ohio. The Lord Mayor and Lady Mayoress were 
paying a visit to the hospital to inspect the progress made since 
it was severely bombed in the spring, and he congratulated the 
staff on the splendid job they had done. All the departments 
were open, including wards for in-patients. 
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THE MEDICAL DEFENCE UNION 


The annual general meeting of the Medical Defence Union took 
place on September 30. The report of the council testified to 
continuing success and prosperity, as evidenced by 1.368 new 
members elected during the year, a net gain of 688, bringing the 
total membership up to just over 24,000. It was stated that the 
war had not brought to medical practitioners any immunity 
from litigation based on allegations of negligence or malpraxis. 
Several serving members had been seriously perturbed by the 
litigious activities of aggrieved patients or their relatives. New 
problems had emerged from the conflict of partnership and legal 
obligations with national and local demands for the services of 
medical practitioners. Partnership deeds had required special 
amendments and in some cases temporary determination. 
Arbitration had been resorted to in rare cases when a partner 
refused to waive, cancel, or amend his legal rights in the 
partnership deed or to release a junior who desired or was 
required to join the Forces. Practitioners heavily committed 
financially by the purchase of their practices and practising in 
bombed or evacuation areas had been interviewed and advised 
on their special difficulties. The amount expended by the Union 
last year on indemnity claims and insurance was £6,117, and on 
law charges £4,587. Six cases were cited in which the aggrzgate 
amount expended in costs and damages was close upon £4,000. 
and the total received in yearly subscriptions from the six 
practitioners concerned since they took up membership was only 
£60. After a long discussion the council had decided to admit 
to membership practitioners of non-British nationality, provided 
they satisfy certain criteria and also undertake on the cessation 
of hostilities to give notice of their intention to withdraw from 
membership. Mr. St. J. D. Buxton had been elected president 
of the Union in succession to the late Mr. Eric Pearce Gould, 
and during Mr. Buxton’s absence on military duties Dr. de Bec 
Turtle had served as acting president. The financial statement 
for the year 1940 was presented by the treasurer, Mr. E. D. D. 
Davis, who expressed the view that the report was self-explana- 
tory and did not call for comment on its details. The report 
was immediately approved and adopted unanimously. Mr. 
A. D. Griffith, Dr. A. Lyndon, and Dr. G. de Bec Turtle were 
elected members of the council, and at a subsequent meeting of 
the elected members of council Dr. Turtle was appointed presi- 
dent of the Union for the session 1941-2, and Messrs. Hempsons 
were re-elected the solicitors to the Union. 








Local News 








ENGLAND AND WALES 
The Tavistock Clinic 


The Tavistock Clinic (the Institute of Medical Psychology) . 


celebrated its twenty-first birthday by a luncheon, over which 
Lord Alness presided, on September 29. The Marchioness of 
Reading, in proposing the toast of ‘“ The Clinic,” sketched its 
progress from small things until just before the war, when 
ninety doctors, including clinical students and postgraduate 
assistants, were working in association with it. She said that 
the work was being continued in temporary quarters at West- 
field College, Hampstead, and the home at Malet Place, Blooms- 
bury, had been destroyed by enemy action, but it would again 
have a habitation of its own, for its work would be more needed 
than ever after the war. Even though the British people did 
not get neurosis as a result of bombing, they were very likely 
to get it in the dread of starting life over again on a new basis. 
Lord Alness claimed that the clinic was an institution of national 
importance ; he knew of no other which had stood up more 
gallantly to the shock of war. Lord Hollenden, the treasurer, 
mentioned the need for reducing the debt which weighed so 
heavily on the work. Colonel J. R. Rees, the medical super- 
intendent, reminded the company that the clinic was started on 
the understanding that it should run for only three years, by 
which time it was believed that the hospitals would have 
developed a sufficient number of out-patient psychiatric clinics 
to meet the need. In fact, however, the Tavistock Clinic had 
never been able to catch up with the demand for its services. 
and indeed one of its problems had been an unshiftable waiting 


list. Nearly 15,000 patients had passed through the clinic since 
its foundation, and before the war it was giving 26,000 medical 
treatments a year, not taking into account the social work and 
ancillary services. It was also the first child guidance clinic in 
the country, although it never took that name. He added that 
of the group of doctors working at the clinic before the war, 
some twenty were now specialists in the fighting Services, 
fifteen were in the Emergency Medical Service, and eighteen in 
the Ministry of Pensions and various other institutions, mostly 
out of London, leaving about twenty-three, mostly women 
doctors, carrying on a splendid part-time service at the clinic. 
More children had been seen during the first eight months of 
this year than during the corresponding period in any of the 
previous five years. He, too, believed that after the war there 
would be a vast increase in psychiatric problems. When once 
the tension wa’ relaxed signs of strain would appear, and then 
the clinic would be able to render even fuller service. 


Queen’s Institute Nurses 


The Queen’s Institute of District Nursing reports that during 
1940 maternity cases to the number of 85,242 (in which no doctor 
had been engaged for the confinement) were attended by 1,530 
Queen’s nurses and 2,782 village or other nurse-midwives. Rather 
more than one-fourth of the patients were primiparae. The 
maternal death rate was 1.74 per 1,000 live births, of which 0.08 
was due to non-puerperal causes. The death rate was slightly 
higher in rural than in urban areas (1.78 and 1.39 respectively). 
Deaths among the primiparae were 31% of the total maternal 
deaths. Medical aid was summoned for the mother in 31,31] 
cases and for the infant in 5,692 cases. An analysis of 138 
maternal deaths shows that 31 were due to sepsis, 50 to accidents 
of labour, 17 to eclampsia, 19 to embolism, and 21 to complica- 
tions. Of the fatal cases 45 were not delivered by the midwife, 
as it was necessary to summon medical aid before the birth. 
The number of forceps deliveries was 4,572, or 5.49 of the total 
confinements. The need for more frequent ante-natal visits, 
particularly during the last two months of pregnancy, is em- 
phasized. This is particularly evident from the report on deaths 
from eclampsia: in 10 out of these 17 cases no symptoms were 
noted before coming into labour. In addition to these cases in 
which no doctor was engaged for the confinement, the nurses 
or nurse-midwives acted as maternity nurses in 36,560 cases in 
which a doctor had been engaged. The maternal death rate 
among these was 2.79. 


SCOTLAND 
Prevention of Eye Injuries: Exhibition in Edinburgh 


An exhibition of appliances for the protection of the eyes in 
industry has been opened in the Eye Department of the Royal 
Infirmary, Edinburgh. It has been arranged by the W. H. Ross 
Foundation (Scotland) for the Study of Prevention of Blindness. 
At the opening of the exhibition, which conveys its information 
to a great extent by means of a series of enlarged photographs, 
Dr. Arthur H. H. Sinclair said that it was hoped that it would 
help workers engaged in industry, particularly in dangerous 
work, to realize the importance of employing the protective 
measures which were available. Colonel R. M. Dickson, director 
of the Foundation, said that under the Factories Act about 8,000 
eye accidents were reported each year. Analysis of 1,000 cases 
of eye injury in the ophthalmic department of the Glasgow 
Royal Infirmary showed over 70% to be occupational in origin, 
the great majority of these being among metal workers and coal 
miners. The hazards to sight had been greatly increased recently 
by the expansion and speed-up of production, with large numbers 
of men and women in new jobs, working long hours, often under 
poor lighting conditions the result of the black-out. The strict 
enforcement of rules concerning the use of goggles and other 
protective devices was proving the most effective means of 
reducing eye injuries. 








W. L. Donohue (J. Pediat., 1941, 19, 42) records a fatal case 
of mumps encephalitis in a girl aged 5 years, with a review of 
the literature. The fundamental lesion was a perivascular de- 
myelinization similar to that seen in other cases of post-infective 
encephalitis. 
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Voluntary Hospitals 


Sir,—The correspondence in your columns on the subject of 
voluntary hospitals shows how dangerous it is to draw conclu- 
sions of general application from purely personal experience. 
Take two letters in your issue of September 27 (p. 456). Dr. 
Thomas echoes the view previously expressed by Dr. Kenneth 
Watson (September 20, p. 419) that the supreme control exer- 
cised by the medical superintendent in a municipal hospital 
deprives the assistant medical officer of all sense of responsi- 
bility for his patient and crushes all initiative ; while Mr. Lang 
Stevenson tells us that the junior medical officer is left in com- 
plete charge of his wards and has no one to whom he can turn 
for help and advice. As these writers speak from personal 
experience,we must admit the existence of the defects of which 
they complain. but as these defects are diametrically opposed 
they must be due‘to bad local administration and cannot be 
* inherent in municipal control. 

Like these correspondents I, too, have had experience of work 
in voluntary and municipal hospitals. For over twenty years I 
worked on the teaching staff of two London hospitals, with four 
years in a military hospital interposed, and for the last ten years 
I have been working entirely for one municipal authoritv. During 
these last ten years my work has taken me to fourteen large 
general hospitals, and I have worked in fairly intimate clinical 
co-operation with about twenty medical superintendents and 
over 200 assistant medical officers. I think I can safely say that 
these latter have invariably had as much responsibility for their 
patients and as many opportunities for exercising their initiative 
as men of similar age and experience in voluntary hospitals : 
on the whole I should say that the advantage in these respects 
lies with the municipal hospitals. On the other hand, there have 
always been ample facilities for consultation with senior and 
specialist colleagues. I can see nothing in municipal control that 
should prevent these conditions from prevailing everywhere. Of 
course, the medical superintendent is nominally responsible for 
all patients, and the degree and method of the control he adopts 
will vary with individuals, but a similar control is exercised by 
the staff of voluntary hospitals. From the language used by 
some people one might imagine that the young house-officer 
in a voluntary hospital was in complete charge of “ his ” cases: 
in fact he is, of course, only the delegate of his chief, and he 
takes very good care that his methods are those of which his 
chief approves. 

Several people have found another target in the alleged absence 
of free criticism among clinical colleagues at municipal hospitals. 
This again is quite contrary to my own experience. At the 
weekly round that was becoming increasingly popular at some 
hospitals before the war, medical officers, consultants, specialists, 
and general practitioners met regularly ; discussion was free 
and could hardly have been more outspoken. These rounds, 
together with the clinical meetings of local medical societies, 
afford valuable opportunities for discussion which are widely 
used, and my files contain many proofs of the warm encourage- 
ment they receive from at least one municipal authority. Under 
existing eircumstances I cannot agree with Mr. Harold Dodd 
that his queries about attendances at professional meetings are 
in any way apposite ; but it may surprise him to know that at 
those meetings which I attend in London there were before the 
war a good sprinkling of members from municipal hospitals, and 
on several occasions since the war my municipal colleagues have 
provided the larger part of the attendance. 

Both Dr. Beatrice Butterworth and Mr. Dodd (October 4, 
p. 489) make the remarkable claim that the voluntary hospitals 
are open to all. While this is perhaps true of the out-patient 
department (though I thought that it was regarded as a defect 
for which remedies were on trial), it is notoriously untrue of 
the wards, to which admission is strictly limited and highly 
select. This limitation is a great asset, and from it flow con- 
sequences that relieve the voluntary hospitals of many admin- 
istrative problems that have to be faced by less sheltered 
institutions. Having been born and bred and having lived for 
nearly half a century in the atmosphere of the voluntary system, 
I confess myself a die-hard in my support of the general lines 
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on which the voluntary hospitals are run; but I cannot agree 
with Dr. Butterworth in her implicit assumption that the virtues 
which she attributes. for the most part quite deservedly, to 
voluntary hospitals would also be virtues under the municipal 
system. What is generally admitted to be a virtue under one 
set of conditions may well be the reverse under another ; failure 
to recognize this is a frequent cause of faulty criticism by those 
who are accustomed to conditions in voluntary hospitals. 

On the value of tradition, | am in hearty agreement with Mr, 
Dodds. This is a priceless heritage granted to many voluntary 


hospitals, and I hope that the efforts to destroy it, now apparently '" 


popular with our moderns, may be defeated. I am happy to 
think that it exists also in some of our municipal hospitals ; 
but here its growth must be slow and its development is ham- 
pered by frequent changes among the personnel. It has always 
seemed to me that in order to secure a really first-class hospital 
service under any system some continuity of tenure among the 
senior medical staff is essential. It is the very proper custom 
of all municipal authorities to impress on their officers that 
their first loyalty is to the council that they serve; but in a 
hospital service that loyalty is best expressed by devoted service 
to the institution where they work, and that devotion, involving 
as it does the whole range of attributes included by the ancients 
under the term pietas, requires time for its full flowering. 

Lastly, I would express my agreement with Dr. Kenneth 
Watson in regarding it as a grave defect in municipal service 
that in order to obtain the higher posts it is necessary to give 
up clinical work and devote oneself to administration. This 
seems to be universally accepted practice in all “* public ” services, 
and in view of the attention now being given to the possibilities 
of State medicine it is well that we should think about it. In 
my own service a beginning has been made by the appointment 
of clinical chiefs in charge of special departments. It should 
be clear to the meanest intelligence that you cannot hope for a 
first-class clinical service if the senior clinicians are to be asked 
to sit below the salt all their days. or else be taken from the 
wards before they have even reached the zenith of their powers 
and be switched over to administration.—I am, etc., 


London, S.W.5, Oct. 9. GORDON W. GOODHART. 


Sir,—It is a pity that Mr. Lang Stevensor (September 27, 
p. 456), when going into the reasons why a different atmosphere 
exists in voluntary and municipal hespitals, has discussed only 
unessential reasons. It is true that those voluntary hospitals in 
which teaching is carried out,and which are generously staffed 
with the best individuals provide the best service for patients 
and the best opportunities for study for doctors, but if all hos- 
pitals were controlled the same conditions would obtain, rela- 
tively, in selected controlled hospitals. It is true also that at 
present the municipal hospital medical officer finds it harder 
to increase his knowledge than in a teaching hospital, but his 
is because the other members of its staff are of a much lower 
professional standing and less numerous, a state of affairs which 
is due not to the fact that these hospitals are controlled but to 
their being of a lower grade. Appointments to their staffs are 
less important, less valuable, and, therefore, less attractive. But 
is this not the case in most voluntary hospitals outside the teach- 
ing cities? 

I have worked in both voluntary and municipal hospitals. 
The difference between the systems, as Dr. Thomas remarks in 
his letter on the same page, is most easy to sense. The municipal 
M.O. is ruled, kept in his place, rather than offered an oppor- 
tunity to co-operate and contribute. The initiation of change or 
experiment is much harder than under the voluntary system. 
The enthusiast must overcome much resistance. This is partly 
because the medical superintendent exercises powers to over- 
rule the opinions of all his staff, which is clearly absurd, as he 
cannot have a special knowledge of all branches of medicine, but 
these powers could easily be eliminated. Surely the essential 
point is that this difference of atmosphere and circumstances is 
to a large extent unavoidable in a controlled system, however 
well run, when the system is barge, when some red tape is 
unavoidable, and when there must be whole-time administrators 
whose preoccupation with purely administrative matters and 
whose loss of contact with clinical work and loss of sympathy 
with clinicians cause them to appreciate, encourage, and pro- 
mote the “ yes-man ” rather than the progressive “ go-getter.” 
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Municipal hospitals will continue to exist. It may be necessary 
for some hospitals now voluntary to come under control. In 
the case of the voluntary hospitals outside the teaching cities 
perhaps the advantages will outweigh the disadvantages. Let 
them all be improved along the lines Mr. Lang Stevenson in- 
dicates. But the retention of complete freedom by the teaching 
institutions and the voluntary hospitals of similar status is highly 
desirable. They should be supported by the State, but in no 
way controlled. They should select their own staff, who should 
be well paid for part-time services. Thus these hospitals, as 
now, would set the pace for all. and promote a more rapid 
advance of medical science than if fettered by State control. 
It is asked why the public should pay without having a say in 
what is done with their money. If they get the best results— 
and from such unfettered institutions they surely will—why 
should they worry?—I am, etc.. 


Sept. 28. G. OSBORNE. 


Rehabilitation of Injured Air Crews 


Sir,—I was glad to see that Flight Lieut. R. N. Houlding, in 
his most interesting article on the rehabilitation of injured air 
crews (September 27, p. 429), insisted upon the paramount im- 
portance of the active efforts of the patient, under supervision. 
and makes remedial exercises the keystone of his treatment. It 
is worth stressing, however, that to be effective remedial exercises 
should be vigorous. The optimum degree of vigour is not 
necessarily the maximum, but is a great deal nearer to it than 
has been generally thought in the past. 

It is sometimes said that this view transgresses the general 
surgical principle, as firmly practised and advocated by H. O. 
Thomas, that diseased and injured tissues require rest. This is 
a misapprehension. The two basic principles of rehabilitation 
are that injured tissues shall be protected from undue strain, 
while all other tissues should be mace to function normally. 
These two principles are, of course, mutually incompatible to a 
greater or less extent in almost every case of injury during some 
part of the treatment. Some compromise is inevitable, and it 
is in effecting this that the skill of the surgeon and the need for 
constant, individual supervision of the patient are shown.—I 
am, etc., 


V. J. MorRcOM TAYLOR, 


Nottingham, Oct. §. M.Ch.Orth., F.R.C.S.Ed. 


Treatment of Gas Casualties 


SiR,—I was interested to read the atticle “ A Procedure for 
the Treatment of Gas Casualties” (September 27, p. 448). 
I agree with the authors that many of the difficulties have arisen 
from lack of detailed official guidance. 

In Glasgow we have eliminated the undressing room, all 
clothing being discarded in the open shed. the object being to 
avoid, so far as possible. contamination within the station. In 
our view it is not a safe policy to expect first-aid personnel in 
the open shed to decide on the presence or absence of liquid 
contamination on clothing. Under the Oxford scheme some 
clothing may be carried through the station. In this way workers 
in an undressing room may require to deal with contaminated 
clothing which has escaped removal outside. This is most un- 
satisfactory. It must be remembered that undressing may be 
done under very unfavourable conditions of light, etc., and 
Bag B with its instructions should be abolished from the scheme. 
The general public are slow to read instructions carefully, if 
at all, and in congested areas the airing of clothing and valuables 
would be well-nigh impossible. It would be wise that in the 
open shed, boots, after treatment with bleach, should be removed 
at once, tallied, and placed in an appropriate bin—apart alto- 
gether from clothing. Valuables placed in a small bag in the 
open shed and carried through the station by the casualty may 
be decontaminated in the post. No official guidance has been 
given in this connexion, but the use of paraffin oil for keys, 
coins, and other metal objects. eusol possibly for vapour- 
contaminated notes, etc., and destruction of papers bearing 
obvious signs of liquid contamination are worthy of considera- 
tion. Personnel employed in this process should wear rubber 
gloves. The casualty may take home his or her keys, etc., and 
the trinket bag should be aired at the post or boiled, if con- 
sidered necessary. 

Gas cleansing, to be effective. must be as simple as possible: 
complete undressing in the open shed, outer clothing placed in 


a hessian bag, underclothing in a white cotton bag, and both 
bags in appropriate bins; boots and respirators in individual 
bins ; valuables in a small trinket bag ; the clothing bags having 
attached to them correspondingly numbered tallies (a replica 
of which is attached to the boots and another carried by the 
patient on a piece of string worn round the neck) ; in the spray 
room, entered via an airlock, eye-douching carried out, prefer- 
ably in the recumbent position, then thorough washing of the 
head and body under the sprays; this being followed, after 
drying, by dressing in fresh clothes in the dressing room and 
rest in the recovery room of the post, plus provision of a new 
respirator. Speed and simplicity of procedure are in this way 
combined. 

Where there is in operation at the decontamination centre an 
efficient tallying system such as the Knowle system, by which 
the various articles of clothing are separated and treated accord- 
ing to their texture, it is unreasonable to permit a casualty, after 
treatment at a gas cleansing centre, to take home any clothing 
which may possibly be a source of danger.—I am, etc., 


Glasgow: Oct) 7: ARTHUR ANDERSON, M.D. 


The Increase in Tuberculosis 


Sir,-—Drs. Stuart Laidlaw and Duncan Macfarlane (September 
27, p. 436) have made a most interesting commentary on the 
increased incidence of and mortality from tuberculosis in 
Glasgow during the last two years. They contend that the main 
cause of the increase is “ long hours, overwork, strain, and cur- 
tailed rest.” Their clear analysis of the situation points directly 
to this conclusion, and gives further support to those who stress 
the importance of such conditions in relation to the tuberculosis 
problem as a whole. 

It might be said, as a useful generalization, that the most 
important single environmental factor determining the onset and 
affecting the progrosis of tuberculosis in adults is the strain and 
stress of making a living in a competitive labour market. This 
factor is exerting an increasing influence on tuberculosis figures 
because of the necessities of the war situation, particularly the 
need for a sustained high tempo of industrial effort. We cannot 
anticipate any relaxation of that effort in the near future, and 
so we are faced with a situation which demands serious attention. 
Apart from ordinary humanitarian considerations, an increasing 
burden is being thrown on the tuberculosis services, the latter 
by no means able to meet all demands even in peacetime. The 
“pool” of infection within the community is steadily increasing, 
and the general position will assuredly become worse. Greater 
demands will be made on national finance, particularly in regard 
to treatment, at a time when it is strained to the utmost, and 
this aspect of the problem will become more pressing, to meet 
the needs of the moment and contingencies of the future. 

Could something be done now to reduce the danger to as 
small proportions as possible? The problem is essentially simi- 
lar to that presented to us in peacetime ; it is merely aggravated 
by present-day conditions. It falls into three main parts: the 
discovery of the disease at an early stage, by which I mean the 
pre-clinical stage in most cases ; the provision of efficient treat- 
ment without delay ; and the elaboration of an environmental 
scheme which will protect the sufferer from the strain and stress 
of ordinary living conditions. Without going into detail, it may 
be said that we now have miniature radiography as a practical 
method of dealing with the first part ; the second means extension 
and reorganization of the clinical tuberculosis services, and the 
third a new development on lines already laid down on a small 
and incomplete scale—the colony, the special workshop, employ- 
ment under controlled conditions in suitable surroundings, and, 
ebove all, economic security. Such developments would not be 
impossible even to-day if the necessary finance were available. 
Whether it can be made available will no doubt require serious 
consideration in view of the huge national commitments on war 
expenditure, and a balanced jidgment could be made only with 
full knowledge of all relevant factors. It would be well to 
remember, however, that we will almost certainly be forced to 
do something about the problem, and a careful assessment of 
probable developments in morbidity and mortality and demands 
on finance should be undertaken without delay. Effective action 
at a later date may be much more costly than suitable measures 
adopted now, and the war may still be with us when we are 
eventually forced to face the situation. 
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The recent radiographic survey among Army recruits in 
America by H. R. Edwards and D. Ehrlich (J. Amer. med. Ass., 
July 5, 1941, p. 40), even though carried out by a comparatively 
expensive method, shows how a financial saving of considerable 
proportions can be effected by wise expenditure at the right 
time—in this case a saving on pensions. Tuberculosis among 
the civil population of Great Britain may not be a potential 
source of future financial outlay of this kind, but its steady 
increase will certainly make further demands on finance, for the 
public health and public assistance activities associated with the 
general burden of tuberculosis within the community. I suggest 
that the time has come when the authorities concerned should 
give serious consideration to the many implications arising from 
the steady increase in tuberculosis which is now apparent. The 
war effort must be the dominating factor in all national activity 
of the moment, but we might find it would be best served, so 
far as this problem is concerned, by taking action now rather 
than later.—I am, etc., 


Walthamstow, Oct. 1. HuGH Ramsay, M.D. 


The Spread of Poliomyelitis 

Sir,— Your recent annotation (August 30. p. 311) has drawn 
attention to one of the most interesting unsolved epidemiological 
problems of the present day, and it is the object of this letter to 
point out one method whereby practitioners attending cases of 
the disease can materially aid in research. 

It is generally believed that in the majority of cases the polio- 
myelitis virus spreads by means of infected droplets of naso- 
pharyngeal secretion. It is thought that these droplets are 
inhaled and that the virus passes from the roof of the nasal cavity 
along the olfactory nerves to the olfactory bulbs, and thence 
backwards by nerve tracts to the thalamic region and on to the 
spinal cord. Actual observations on man in support of this 
theory are. however, scanty, and some workers affirm that this 
is not the commonest mode of spread. 

Much of value would undoubtedly be learnt if post-mortem 
examinations were carried out on all fatal cases of poliomyelitis. 
and the olfactory bulbs and tracts carefully dissected out and 
submitted to expert histological examination for the presence of 
inflammatory changes. If a considerable number of such obser- 
vations were recorded it would be easier to assess the likelihood 
or otherwise of the olfactory route being the usual channel of 
entry of the poliomyelitis virus into the body. 

It may be said that at the moment the few observations 
recorded do not favour this portal of entry, as, in the majority 
of cases examined, changes in the olfactory bulbs and tracts have 
been scanty or absent.—I am, etc.. 


Pathological Laboratories, Royal Salop Infirmary. 
Shrewsbury, Oct. 2. 


A. J. RHODES. 


Treatment of Scabies 

S1r,—-Since my letter in the Journal of January 25 (p. 135). in 
which I described my experience of treating scabies by sulphur 
given internally, there have been many letters, references, and 
articles on the subject of scabies and its treatment, but only three 
of them refer to sulphur taken internally. 

I read with interest the practical and instructive article by 
Surgeon Lieut. J. F. Buchan on the comparison of treatments of 
scabies (August 16, p. 227), but I am sorry he did not include in 
his series cases treated by internal sulphur alone, and in those he 
treated by combined internal and external methods he does 
not mention one reaction to taking sulphur internally, which 
to me is the most important, and that is that all silver coins or 
ornaments on the patient turn black, due to H.S exhaled from 
the skin. I believe, and I am also well informed, that it is the 
H.S which kills the acarus, and it also disinfects the clothing 
and prevents recurrences. An adjustment of the dose controls 
any tendency to looseness of the bowels; my patients were 
mental cases, and one drachm of the confection just acted as 
an effective laxative. 

In the scrub and ointment treatment you make abrasions, the 
exudation from which combines with the sulphur in the oint- 
ment and gives off H.S to kill the acarus. Surgeon Lieut. 
Buchan truly says that this is a dirty method ; it is not only dirty, 
it is expensive as regards laundry and deterioration of clothing 
and bed-linen, and unless there is a very plentiful supply of hot 
water, which means plenty of coal, it can be more than dirty ; in 
addition it requires the complete co-operation of the patient. Dr. 
W. F. Cooper in his note (April 19, p.616) confirms my experience. 


Il am indebted to Dr. A. M. H. Gray of University College 
Hospital for informing me that sulphur internally was used for 
scabies in the first half of the nineteenth century, and in his 
letter (February 8) he gives extracts on the subject from the 
books of doctors who had written about it, including Hebra, the 
Viennese dermatologist. Dr. Gray very logically says in his 
letter that “it is difficult to believe that a remedy—which was 
evidently at one time in constant use—would have been dis- 
carded if it had been as effective as Dr. Berncastle imagines.” 
I submit an explanation why internal sulphur was dropped 
which I think is reasonable. 

| deduce from two facts. First, in the reign of King George 
III there was a heavy tax on soap (glycerin was not needed for 
explosives in those days); the tax was as much as the cost of 
the soap, and was not repealed until 1853. Secondly, bath- 
rooms and hot-water systems did not exist in the average 
Georgian and early Victorian houses; it can be inferred that 
cleansing baths were a luxury only indulged in by the well-to-do. 
The bulk of the citizens relied on brimstone and treacle to ward 
off spring and heat spots, and scabies, which must have been pretty 
well endemic. After the repeal of the soap tax in 1853 bathing 
and bathrooms became more frequent and scabies less in those 


who bathed, so that a class distinction arose between those who 


bathed and those who did not, as in the present day. Doctors 
have never got. nor ever will get. any credit for prescribing 
common household remedies, especially if they carry a stigma 
with them. Sulphur cannot be disguised if taken internally : 
it always exhales the H.S odour, so they just dropped it and 
applied it externally instead. 

I wrote my first letter with the idea that it might be of some 
use aS a war measure: preparations, however efficient and 
elegant, are not much use if they cannot be obtained owing to 
the war. Iam not likely to be called on to treat scabies again. 
but if I am, whatever external treatment the patients have. they 
are going to have sulphur internally as well, just in case the 
first shot misses. and personally I always keep a few sulphur 
tablets by me in case I should be unlucky and pick up a 
wandering acarus.—I am, etc., 

Croydon, Oct. 3. H. M. BERNCASTLE. 


Treatment of Impetigo 

Sir,—In reading the voluminous correspondence, | have been 
struck by the absence of mention of what I believe to be a safe. 
rapid, and certain cure of this disease. | refer to ultra-violet 
light locally administered. In this district, abounding in large 
schools, we have for many years treated epidemics of this disease. 
but since war began thousands of evacuees have come to the 
district, bringing infection to each other and to their unfortunate 
hosts and their families. Having treated literally hundreds of 
cases, I can only recoliect one failure, where the scabs became 
so profuse that the parents refused to continue treatment owing 
to the unsightliness of the face. 

Dr. R. T. Brain (October 4, p. 492) seems to me to bring out 
the whole object of the treatment, whatever form adopted, when 
he says: ‘“ Nature’s defence against skin infection is the dry 
intact stratum corneum, and our treatment should be designed to 
maintain it.” This ultra-violet light accomplishes to a nicety. 
the only essentials I lay down being that no ointments or other 
remedies be applied. It is essential to produce a mild degree 
of erythema, and all patients should be warned of this and 
assured that it will rapidly pass off in a few days. In some 
severe cases in middle-aged men fears were present of sycosis 
barbae, so severe were the infections, but all cleared up rapidly 
under ultra-violet light. After the first dose dry scabs form in 
twenty-four hours ; a second dose is then administered, which is 
usually sufficient, but in some severe cases a third dose may be 
necessary.—I am, etc., 


Winchester, Oct. 6. F. F. C. JAGGER. 


Treatment of Scabies and Impetigo 

Sir,—The letters of Dr. Mumford and Dr. Brain (October 4. 
p. 492) contained very important points, and I would like to 
stress the undesirability of reporting “‘ cures” for scabies which 
are based on far too limited an experience in the treatment of 
skin diseases. On the other hand, I cannot subscribe to Dr. 
Mumford’s demand that the presence of living acari must be shown 
before a diagnosis of scabies is tenable, and, conversely, that the 
absence of living acari must be certain before cure can be 
accepted. This position is quite impossible where large numbers 
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have to be treated. Including children and adults and Service 
patients I see several thousands of cases annually, and I venture 
to say that Dr. Mumford’s criteria of cure, while being no doubt 
the ideal, are obviously impossible to achieve. 

While not denying the almost universal experience of the 
large increase in scabies, I am certain from my own experience 
(and I have no doubt that other dermatologists would confirm 
this) that many cases of lichen urticatus and prurigo mites are 
included in cases of so-called scabies. This is obviously proved 
by the records of persistence of the lesions after apparently effi- 
cient treatment had been given. Cases of scabies so persistent 
should be referred to an experienced dermatologist. 

There is no doubt about the value of benzyl benzoate in this 
disease, but sulphur is equally effective if properly used. The 
only advantages of the former are convenience and ease of 
application and much less risk of dermatitis. often mistaken for 
persistence of infection. Despite a recent paper in the Journal. 
I am convinced that infection from bed-clothes plays a great 
part in the spread of scabies, and the disinfection of these, along 
with the underclothing of the patient and inspection of contacts, 
forms an integral part of the proper treatment of the disease. 
Before the war the Liverpool city authorities treated scabies 


as a notifiable disease, and it was kept well under control. 


Under war conditions such a practice is not aiways possible, but 
it is the ideal at which to aim if control of the disease is to be 
achieved. 

Dr. Brain’s remarks were extremely valuable and should be 
pondered over by all called upon to treat cases of skin disease. 
Nevertheless, I feel sure that the merits of unguent. hydrarg. 
ammon.“in the treatment of impetigo are much greater than is 
apparently admitted. This disease does not need the almost 
numberless remedies suggested for its cure. If the less common 
erythematous cases described by Dr. Brain are excepted, unguent. 
hydrarg. ammon. 2° will cure the great majority of the re- 
mainder. The probable cause of the mercurial dermatitis 
occasionally seen is that too strong an ointment has been used. 
I agree that where much serous exudation is present the first 
essential is to promote drying. Here gentian violet 1 to 2°, is 
valuable. particularly if small exposures to ultra-violet light are 
added to the treatment. I have found cold starch and boric 
poultices to be most successful in the removal of scabs, and have 
often cured the disease without recourse to any other form of 
treatment. I have not had Dr. Brain’s success with the use of 
soap and water: spread was so invariable that it is forbidden 
in my wards and clinics. 

Finally, | am grateful for Dr. Brain’s vindication of the use 
of sulphanilamide in the erythematous cases. where infection is 
more virulent. I have used this drug for several years with un- 
doubted benefit. The dose need not be large—2 to 3 grammes 
daily—but the effect is gratifying. I have been told that such 
a dose could not be of use because the concentration of the drug 
in the blood would not be sufficiently high. My reply has been 
that for superficial skin infections this concentration need not 
be high. and I am glad of Dr. Brain’s confirmation of this point. 


—TI am. etc., 


Liverpool, Oct. 9. F. GLYN-HUGHES. 


Scabies : Questionable Evidence of Cure 

Sir,—On the subject of this very social disease. with two main 
exceptions there have been in your and several other columns 
recently many articles which seem to show a good deal of the 
modern expression “ wishful thinking.” The two notable ex- 
ceptions have been from Dr. Kenneth Mellanby and Dr. P. B. 
Mumford. In order to substantiate the latter’s letter (October 4. 
p. 492) I thought you might be interested in a few more actual 
figures. 

Since January, 1940. I have been in charge of a hospital under 
the Ministry of Health for non-notifiable infectious diseases in 
evacuated children. As you would expect, a great many of 
these cases are of impetigo or scabies, or both. From January, 
1940, to September 30, 1941. I treated seventy-five cases of pure 
scabies and twenty cases of scabies and impetigo. The children 
have all been admitted and not been returned home until con- 
sidered cured. I have taken a cure to be no recurrence of signs 
or symptoms for fourteen days. This is, in all probability, too 
short a time, but economically has been found desirable at the 
moment. In these seventy-five cases only five have returned. 
Having these facts in mind, the average lengths of stay, using all 
known methods of treatment, are as follows: scabies alone, 


seventy-five cases, 44 weeks ; scabies and impetigo, twenty cases, 
64 weeks. These figures include seven children removed by 
parents: uncured. 

The object of this letter is not to advocate any specific cure. 
but to show that even with children in a hospital for that 
purpose and treated by many different systems the average 
length of time for even theoretical cure is at least four and 
a half weeks in uncomplicated cases of scabies, and up to at 
least six and a half weeks in those complicated by impetigo. 
I do feel very strongly that anyone who claims a cure in much 
under this time (especially seven days) is suffering from not only 
“ wishful thinking” but an inability to follow up the cases.— 
I am, etc., 


Hadlow, Kent, Oct. 7. JOHN B. MARSHALL. 


Sir,—Two criteria may be employed in the determination of 
cure of scabies. One is based on the absence of live acari ; the 
other depends on clinical cure and freedom from irritation for a 
period of a fortnight or longer from cessation of treatment. Both 
are valid, but in my view the latter is the more valuable and 
indeed the only practicable method where large numbers of 
patients are being treated. 

A method of treatment which produces the complete relief 
from symptoms noted in my report, a relief which continued 
without recurrence for months afterwards, should surely be 
regarded as an effective anti-scabietic measure without the 
support of time-absorbing and presumably fruitless search for 
acari. Where sulphur inunction has been employed, the slight 
residual irritation which’ not infrequently resultsewithovt a frank 
dermatitis developing rather complicates matters, but 1 aave not 
observed subsequent dermatitis in the series of cases treated by 
benzyl benzoate. 

The weakness of the live acari method under the social con; 
ditions existing in the areas where scabies is most rife lies in the 
possibility that the patient may become reinfected quickly, and 
that live acari may be discovered on him at any period after a 
short interval following treatment. Kenneth Mellanby’s dis- 
covery of a carrier state, in which the person may remain without 
symptoms for an unspecified period, diminishes the usefulness of 
the live acari method. Since it appears that even nymphs may 
be transferred from person to person, who is to say that a par- 
ticular example of immature or adult acarus detected on a person 
developed on him after the application of a parasiticide or 
whether it came from another untreated person? If this cannot 
be decided easily, then the value of the test is seriously impaired, 
unless it is employed solely on patients under strict supervision 
as in hospitals. The suggested venereal mode of spread exempli- 
fies the possibilities of early reinfection following complete 
extirpation of all forms of the parasite by treatment. 

Can Dr. P. B. Mumford (October 4, p. 492) produce evidence 
that live acari (or viable ova) persist on the body after benzyl 
benzoate treatment as thorough as that which produced the 
complete and persisting relief from irritation noted? His deduc- 
tion from Kenneth Mellanby’s discovery of acari on symptomless 
volunteers is surely not valid, inasmuch as Mellanby’s observa- 
tions (as so far published) were not made on patients rendered 
symptomless by an effective parasiticide. 

The investigations of Kenneth Mellanby and his volunteers are 
worthy of the highest praise if they lead to the easier control of 
this disease, which, until recently, has been accorded scant atten- 
tion by dermatologists and research workers.—I am, etc., 

Hereford, Oct. 8. ]. F. MACKENZIE. 


Sir,—Dr. P. B. Mumford’s letter (October 4, p. 492) regarding 
the necessity for keeping strict control when reporting cures of 
scabies is interesting : so are his remarks concerning “ blindly 
accepting prejudiced concepts.” While not overlooking the 
necessity for pathological confirmation. one might consider that 
present ideas are tending too. much to the academic and 
theoretical. After all, provided the patient obtains benefit and 
relief. what matter to him the modus operandi? 

To require proof of the absence of living acari before admit- 
ting a cure is surely going a little too far. Many of us have 
them dormant and doing no harm for all we know. Dr. 
Mumford must realize that we do not insist on a pathologist 
reporting a skin free from staphylococci before pronouncing 
a person free from boils, or a throat free from haemolytic 
streptococci before giving up treatment for tonsillitis—I am, etc.. 


London, W.1, Oct. 7. NEvVIL LEYTON. 
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Herpes Labialis after T.A.B. and Chemotherapy 

Sir,—I read with interest the article by Major C. E. van 
Rooyen, Dr. A. J. Rhodes, and Captain A. Cameron Ewing 
(August 30, p. 298). I have given T.A.B. intravenously in doses 
of 0.25 c.cm. in cases of gonorrhoea treated with sulphapyridine 
and of non-specific urethritis treated with sulphanilamide. In 
some cases T.A.B. was given concurrently with the drug in 
question on the fourth or fifth day of administration ; in other 
cases it was given four to eight days after completion of a six- 
or eight-day course of chemotherapy. The T.A.B. used in 
either event was the same, and the results stated below were 
obtained during the same season—that is, spring and early 
summer of this year. 

My observations were as follows: Herpes labialis is very 
common following T.A.B. when this is given four to eight days 
after a complete course of sulphapyridine. Herpes occurring in 
these circumstances is always labial and nearly always affects 
the external mucous membrane of the lips as well as the skin. 
Herpes has not occurred when the T.A.B. was given concurrently 
with sulphapyridine on the fourth or fifth day of the course. 
Herpes has not been observed-after T.A.B. in patients treated 
with sulphanilamide. These results conform with the clinical 
observations of van Rooyen and his associates, and in some 
measure amplify them.—I am, etc., 


F. Ray BETTLEY, M.D.., 
Major, R.A.M.C. 


Medical Statistics in Wartime 

Sir,—May I be permitted to reinforce your plea (October 4, 
p. 481) for the release of medical statistics. In addition to the 
fact that no Annual Review has been issued by the Registrar- 
General since 1938 and that we are still awaiting the long- 
promised Report from the Ministry of Health, no Quarterly 
Returns have been published by the Registrar-General since 
December, 1940. 

How does one reconcile this statistical black-out in England 
with the continued publication of the Quarterly Returns by the 
Registrar-General for Scotland? Yet Scotland is as deeply inter- 
ested in this war, as the last Return for June 30 indicates. From 
this return we can see that immediate measures must be taken 
to deal with, for instance, a serious rise in both infantile and 
maternal mortality. Sir Wilson Jameson has issued a timely 
warning that “local authorities and the medical profession must 
remain on the alert,” but as you, Sir, point out, we cannot remain 
effectively on the alert unless we are well informed. If the 
statistics for England and Wales are held up for military reasons, 
let the authorities be democratically frank and tell us so. In 
that event, however, would it not be wise for similar measures 
to be taken in respect of the Scottish figures? If there is to be 
an eclipse let it be a total one.—I am, etc., 

London. W.4. Oct. 6. RICHARD M. TitMuss. 


Sept. 13. 


“ Perfect Sight without Glasses ” 

Sir,—Your annotation (September 13, p. 383), together with 
the trenchant comments of Messrs. Seymour Philps and David 
Hardie (September 27, p. 459) on the published works on this 
subject by Bates and Benjamin respectively, seem fully to dis- 
pose of any claim to merit of the methods advocated by these 
gentlemen, and to answer my friend Dr. J. Parness’s query as 
to whether such methods have the blessing of standard ophthal- 
mological opinion. It is therefore pertinent to question the 
wisdom of Dr. Julian Huxley in affording prominence to these 
methods in his recent broadcast. The name of Dr. Huxley as 
a scientist is deservedly a household one among the laity,. who 
might easily attach undue weight to his words through the 
belief of certain of the more uninformed members that a scientist 
1S a person competent to speak with authority on any scientific 
subject, and by reason of the credence attached to B.B.C. broad- 
casts. Doubtless Dr. Huxley had no intention of proffering 
treatment ; yet out of his vast audience it is not improbable that 
there were some who would be impelled to consult the books of 
Bates and Benjamin. Since treatment of any condition cannot 
be efficient, except fortuitously, unless based on an intimate 
knowledge of the patient and the pathological process from 
which he suffers, it follows that a line of treatment delivered 
gently may be harmful. Consequently, topics touching upon 
the treatment of bodily dysfunction, however indirectly, should 
be avoided in broadcasting. 
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The case cited by Dr. Huxley (September 13, p. 389) to you, 
Sir, in which improvement in sight occurred in a patient treated 
unsuccessfully for thirty years by other methods, proves nothing. 
One cannot generalize as to treatment on the basis of a solitary 
case ; any medical man can instance recoveries apparently con- 
ditioned by unusual, unconventional, or even bizarre means. 

I am perhaps unduly critical of Dr. Huxley, as in the public 
interest the question might well have been omitted. But the 
question having been put Dr. Huxley was hardly justified in 
giving the subject the added stress of repetition in a subsequent 
broadcast, together with the citation of books of reference.— 
I am, etc., 

Withington, Manchester, Oct. 4. 


LESLIE BALLON, L.R.C.P.&S.Ed. 


The Midwife’s Title 


Sir,—Many local authorities and voluntary organizations still 
fail to give midwives their correct and proper designation—that 
is, State Certified Midwife or the abbreviation S.C.M. Invariably 
correct use is made of the term State Registered Nurse and the 
abbreviation $.R.N. Why is not the midwife’s title, which is of 
much older date, also used correctly? 

Frequently in advertisements it is stated that applicants must 
* hold the C.M.B. certificate.” Someone given to harsh opinions 
might say that the use of this phrase is a bad habit resulting from 
loose thinking. The advertisers mean that the applicants must 
be State Certified Midwives, but they don’t say so. The Central 
Midwives Board awards three kinds of certificate: (1) the “first 
certificate ”’ awarded to State registered nurses successful at the 
examination held at the end of Part I of the course of niidwifery 
training ; (2) the certificate of enrolment as a midwife awarded 
to candidates successful at the examination held at the end of 
Part II of the course of midwifery training ; and (3) a Midwife 
Teacher’s Certificate of proficiency in the art of training pupil- 
midwives. It is strange that no one seems to have an urge to 
refer to “ G.N.C. Certificate ” as synonymous with State Regis- 
tered Nurse. 

May I hope that in the future all advertisers for midwifery 
staff will “invite applications from State Certified Midwives,” 
and that if they wish applicants to be general trained nurses as 
well they will express this by adding afterwards the words “ who 
are also State Registered Nurses.” 1 suggest that these words 
should come afterwards and not before, for the obvious reason 
that the legal right to practise midwifery arises from State regis- 
tration as a midwife and not from State registration as a nurse. 

While on the subject of titles may I commend to employers of 
midwives the desirability of adopting standard titles for various 
appointments in the midwifery service, for example: 

For midwives practising in institutions: staff midwife, instead 
of staff nurse or staff nurse-midwife or midwifery staff nurse or 
maternity staff nurse, all of which are in current use ; midwifery 
sister, instead of sister or maternity sister or maternity ward 
sister ; midwifery sister-tutor ; midwifery sister-in-charge. 

For midwives engaged in domiciliary practice: municipal dis- 
trict midwife (or city or county midwife) ; district midwife and 
district midwifery sister in the case of the staff of voluntary 
organizations.—I am, etc., 


London, W.1, Oct. 9. CoMYNS BERKELEY. 


Avoidable Disability seen in Recent Amputations 


Sir,—It is true that despite the vast experience gained during 
the last twenty years with many thousands of cases, one still 
sees far too many bad amputation stumps. I am in complete 
agreement with the views expressed by Mr. W. R. D. Mitchell 
in your issue of September 27, and by reason of the fact that in 
all amputation cases the responsibility for securing a satisfactory 
end-result rests with the artificial limb maker, I hope that a 
short summary of the major difficulties experienced from the 
limb-fitting point of view will be of interest. 

A recent analysis of 500 cases of above-knee and below-knee 
amputations fitted with limbs at ten centres throughout England 
shows that 88 suffered from varying degrees of flexion at knee 
or hip, and 73 had adherent scars. 

Flexion Deformity and Superfluous Flesh—Flexion at the 
hip or knee always causes difficulty to the limb maker, and 
sometimes involves considerable expense for the construction of 
special limbs. While it is true that it can be prevented by 
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splinting when the patient is in hospital, it is our experience 
that most of the trouble occurs in the three or four months after 
discharge. During this period the uninstructed patient spends 
most of his time in a sitting position, and flexion naturally 
develops. Mr. Mitchell rightly states: “ The ideal stump is, of 
course, firm and tapering to the end, with rounded contours 
and a minimum of flabby tissue.” Yet 80°% of the cases sent 
to us for limb fitting have received no instruction in the pre- 
paratory treatment which can do so much to achieve this ideal 
condition. An amputation stump, as soon as it is healed and 
painless, should be kept tightly bandaged (renewed night and 
morning), and exercised progressively by means of an elastic 
exerciser. This simple treatment, correctly applied, can in six 
weeks greatly reduce the superfluous flesh, retain full move- 
ment, and recondition the muscles. A patient who has received 
this treatment is far easier to fit with an artificial limb, and can 
control the limb and learn to walk well in a far shorter time 
than is necessary with a patient who has had no preparatory 
treatment. This means an earlier return to work and less 
subsequent trouble. 

Adherent Scars.—The best results with artificial limbs are 
obtained when it is possible for the patient to control the limb 
and walk purely by movement of the stump. The primary 
function of the stump is weight-bearing, but as weight is 
applied and relieved it causes a slight piston action between the 
stump and the socket, and this pulls the skin over the end of the 
bone. An adherent scar is therefore always a great disadvan- 
tage. The practice of using equal lateral skin flaps in amputa- 
tions below the knee not only places. the scar at the maximum 
point of pressure in relation to the socket of the artificial limb, 
but also nearly always results in the scar becoming adherent to 
the end of the tibia. This very often means that a looser fitting 
must be given and weight-bearing must be taken by an extended 
thigh corset having a bearing on the tuberosity of the ischium— 
a less comfortable limb with increased disability. 

Excessively Long Stumps.—In the cases referred to above, 
quite a number of above-knee cases had stumps over 11 in. 
long, but a much larger proportion of the below-knee cases had 
stumps over 7 in. long. It is curious that too long a stump 
should be more frequent in below-knee cases than with above- 
knee cases, but apparently the practice of amputating just above 
the ankle for foot injuries is still fairly common. The disadvan- 
tages of long stumps are well known and can be briefly listed: 
(1) bad circulation, leading to breakdown ; @) impossibility of 
constructing the artificial limb to obtain correct alignment or to 
match the sound limb, also increased bulk and weight : (3) no 
space for a modern knee mechanism, and therefore bad gait. 

Guillotine Amputations——Whatever may be the surgical 
advantages of guillotine amputations, it is most certainly an 
amputation that the limb maker would far prefer never to see. 
From a practical point of view it appears wrong to cut straight 
through a limb and then by traction to try and stretch an 
inadequate amount of skin to cover the end of the stump: in 
practice it always results in a large area of adherent scar tissue, 
causing great difficulties in limb fitting. It is rare that a fully 
satisfactory result is obtained.—I am, etc., 


E. R. DESOUTTER, 
Director, Desoutter Brothers, Limited. 


The Tellurite Medium of Wilson and Blair Selective 
for B. dysenteriae (Flexner) 


Sir,—The article by Prof. W. J. Wilson and Dr. Blair, pub- 
lished in your issue of October 11 (p. 501), is a welcome contri- 
bution on an important problem which has hitherto presented 
much difficulty apart from Leifson’s work. It may be of interest 
to your readers to know that as the result of extensive work 
I can confirm the effect of the addition of tellurite to medium 
for suppressing the ordinary coliform organisms, while per- 
mitting the Flexner types of dysentery bacilli to flourish. 
A further striking character of media containing tellurite is 
that they also permit the growth of B. dysenteriae (Shiga), as 
I have found in a study of thirteen strains (none of which, 
unfortunately, was very recently isolated). Thus tellurite media 
may prove of great value in the diagnosis of dysentery of 
Middle European and tropical origin.—I am, etc., 


Iwo: LOMINSKI, 
Scholar of the British Council and Polish 


Department of Bacteriology and Pathology, National Culture Fund. 
the University and Western Infirmary, Glasgow, Oct. 11. 


London, Oct. 1. 
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JAMES KERR, M.A., M.D., D.P.H. 


Consulting Medical Officer, L.C.C.; formerly School Medical 
Officer for London 


The death of Dr. James Kerr on October 5 at his home in 
Regent Terrace, Edinburgh, removes a pioneer whose enter- 
prise and vision in the early years of this century, when he 
was school medical officer for London and the mainspring 
of an enthusiastic group of workers, established the value 
of school hygiene as a necessary public service, after he 
had originated the school medical service in Bradford. 


James Kerr was born in Glasgow, and from Manchester 
Grammar School entered St. John’s College, Cambridge, with 
a science scholarship. He gained first-class honours in the 
Natural Sciences Tripos of 1883, and followed this with a senior 
science scholarship at St. Bartholomew's Hospital. He took the 
M.B., B.Ch. degrees and the D.P.H. of Cambridge in 1887, 
the M.A. in 1888, and the M.D. 
in 1891. Beginning his career 
with clinical ambitions, he was 
elected to the honorary medical 
staff of the Bradford Royal 
Infirmary and the Bradford Eye 
and Ear Hospital after some 
experience in general practice, 
and turning later to administra- 
tion was made medical super- 
intendent under the Bradford 
School’ Board, and organized 
with great success the school 
medical service of that city. He 
came to London as the first 
medical officer to the old 
London School Board, and on 
its absorption by the L.C.C. 
became Medical Officer (Educa- 
tion), and held that post with 
great distinction from 1902 to 19i1, publishing valuable papers 
and reports on school hygiene and kindred subjects. Through- 
out his administrative work he retained the outlook of the 
clinician. 

Among many other public duties Dr. Kerr undertook the 
secretaryship of the second International Congress of School 
Hygiene, served on the International Commission on Standards 
of Illumination, and was a member of the examination board 
and chief examiner in hygiene for the English Board of Educa- 
tion. He gave the Ingleby Lecture before the University of 
Birmingham, and was awarded the Howard Medal by the Royal 
Statistical Society. During the last war he held a commission 
as temporary major in the R.A.M.C., and was honoured by the 
rank of Officier de I'Instruction Publique de France. He 
published two small books, one entitled The Air We Breathe 
and the other School Vision and the Myopic Scholar, and in 
1926 a large and important work, The Fundamentals of School 
Health. The last-named publication filled a gap in medical 
literature ; it was the outcome of patient recording and checking 
of accumulated facts during many years. In writing its 850 
pages Dr. Kerr gathered up his experience and followed it to 
the present-day development of an established system of health 
culture in childhood and adolescence the like of which had 
never before been seen. The book is a mine of information on 
every side of health and disease in relation to school life, with 
abundant references to original literature. Its practical purpose, 
well fulfilled, was to help everyone concerned in education to 
secure better and better conditions for the children. It set forth 
all the known facts upon which to found a scientific study of 
the hygiene of the growing age. 

Dr. James Kerr joined the British Medical Association in 
1889. He was a member of the Fabian Society for many years, 
and served on its executive for a time ; he was also a member 
of the Labour Party’s Advisory Committees on Public Health 
and on Education. Taking up residence in Edinburgh after his 
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retirement twelve years ago, he became chairman of Donald- 
son’s Hospital, and took a close interest in the work of that 
institution on behalf of the deaf and dumb. He is survived by 
his wife and by his son, Dr. Douglas Kerr, principal police 
surgeon under the Corporation of Edinburgh. 


ROBERT BRIGGS WILD, M.Sc., M.D., F.R.C.P. 


We regret to announce the death at Buxton on October 7 
after a long illness of Dr. R. B. Wild, emeritus professor 
of materia medica and therapeutics in the University of 
Manchester. 

Robert Briggs Wild was born at Holcombe, Bury, in 1862, the 
son of the late Robert Wild. His scientific education was 
received at Owens College, Manchester, and he won prizes, 
scholarships, exhibitions, and medals during his student career. 
He graduated B.Sc. (with honours in physiology) at the Victoria 
University in 1883, and in the intermediate M.B. won a gold 
medal and exhibition in the same subject. His M.D.Lond. (1887) 
was also passed on gold medal standard. He actually qualified 
in 1884, before obtaining the London M.B. in 1886, with the 
L.S.A. diploma, a favourite way in the first instance of earning 
the means to reach higher professional steps. The M.R.C.S. 
followed in 1885. He proceeded M.Sc.Vict. in 1894. After 
residence in the Manchester Royal Infirmary as house-physician 
he began practice in 1886 and, taking a special interest in 
pathology, was appointed as registrar in this subject at the 
hospital and for many years carried out all the necropsies himself 
and demonstrated their lessons. At the same time he assisted 
Julius Dreschfeld in lecturing on pathology, a chair of which 
had been established at Owens College as the first of its kind 
in England (1881). Wild was keenly interested in the work and 
was a very good teacher, clear, precise, and definite. He helped 
Dreschfeld in no small way to prove the importance of pathology 
in medical education and in having it made a subject for the 
Manchester medical degrees. Other examining boards followed 
suit. After this pathological work he joined Daniel John Leech 
in the materia medica and therapeutics department, lecturing 
and developing the experimental pharmacology laboratory, of 
which both Leech and he were enthusiastic supporters. Several 
men obtained their doctorates by research in this laboratory, 
Wild’s scientific mind assisting them greatly in their work. He 
also was very helpful to Leech in the investigation of the action 
of the nitrites on the circulation and in getting amyl nitrite made 
an official preparation. On the death of his chief he succeeded 
to the chair, which was endowed as a whole-time office by Leech. 

Wild was elected an F.R.C.P. in 1912 and was an examiner 
for the college for four years. He was also for some years dean 
of the Manchester Medical School and a prominent member of 
its Faculty with very definite ideas on the medical curriculum. 
For a time he acted as Pro-Vice-Chancellor of the University, 
and in later years represented it on the General Medical Council 
from 1922 until his retirement from Manchester in 1927. He 
naturally took much interest in scientific discussions and was 
president of the medical and pathological societies of the city. 
He also founded one for therapeutics alone, but it died in early 
infancy from neglect and inanition. Though he had a very good 
knowledge of general medicine and of the various methods of 
treating disease, Wild’s chief consulting practice was in diseases 
of the skin, and he was the leading authority and teacher in 
the city after the death of H. A. G. Brooke. The Manchester 
and Salford Hospital for Diseases of the Skin was opened in 
Dale Street as a separate institution from the Lock and Skin 
Hospital, for the sole treatment of diseases of the skin. Walter 
Whitehead was the chief actor in this desirable divorce, and one 
of his junior colleagues helped him for a few months in 1892 in 
seeing the patients. Wild’s name was then suggested as an 
assistant, and this being agreeable he saw all Whitehead’s cases 
in an unofficial capacity until he was elected honorary assistant 
physician in 1894. For many years he was the mainstay of the 
Christie Cancer Pavilion and Home which was founded in 1882 
with this title, subsequently changed to that of the Christie 
(Cancer) Hospital and Home. He took the physician’s side of 
the treatment and played a very active part in the administration 
of the hospital. He tried every medical remedy with a reputed 
action for good on cancer that was suggested to the hospital. 
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He found, however, that few had any value in relieving pains and 
distress, let alone curing the disease. He wrote many papers on 
the actions and uses of medicines and on diseases of the skin, 
including cancer. 

Prof. Wild was a member of the British Medical Association 
for thirty-eight years, and at the Annual Meeting in Manchester 
in 1902 he served as vice-president of the Section of Pharma- 
cology. In 1909, at the Belfast Meeting, he was vice-president of 
the Section of Dermatology and Electrotherapeutics ; at the 
London Meeting in 1910 he was vice-president of the Section of 
Dermatology ; and at Bath in 1925 he held office as president of 
the Section of Therapeutics. He served on the Standing Thera- 
peutics Subcommittee of the Association in 1919-21. 








Universities and Colleges 








UNIVERSITY OF CAMBRIDGE 
Titles of the degrees of M.B., B.Chir. were conferred by diploma 
during September on J. I. Hallinan of Girton College, and on 
J. W. Shrimpton of Newnham College. 
J. Morton has been approved at the examination for the 
Diploma in Medical Radiology and Electrology (Part II). 


Vice-Chancellor’s Valedictory Address 

At a Congregation of the Senate held on October 1 Mr. E. A. 
Benians, Master of St. John’s College, resigned the office of Vice- 
Chancellor, and Dr. J. A. Venn, President of Queens’ College, 
was admitted as his successor for the year 1941-2. In the course 
of an eloquent address Mr. Benians gave a survey of the second 
year of war in its relation to the academic life of Cambridge, and 
recorded benefactions, losses by death, and the departure on 
national service of many university officers. He spoke of a 
Christmas message from the Universities of Harvard and Yale 
expressive of the bonds of friendship that unite the two countries 
and of the common ideals and traditions shared by English and 
American scholars, adding his own plea for a new consideration 
by the History Faculty of the educational value of American 
history. Coming to the general administration of the University 
he noted the heavy burden caused by depletion of staffs during 
a year of full activity in which no essential function had been 
suspended. The many calls made upon accommodation in Cam- 
bridge had strained resources to the utmost, and he doubted if 
university and college buildings had ever been more fully used. 
Emergency regulations, the absence of many teachers, the addition 
of special courses, adjustments and readjustments of many 
arrangements, had imposed a continuous strain on the central 
administration. Work on new buildings and the reconstruction 
of old ceased with the outbreak of war, and oniy what was neces- 
sary for the wartime protection of buildings had been undertaken. 
With regard to the educational activities of the year Mr. Benians 
said that the decision of the Government that the continuance 
of university education was essential to the present and future 
interests of the nation was a call to maintain work to the best of 
everyone’s powers. The results of the examinations showed no 
falling off in the quality of students’ work. With a grateful 
acknowledgment of the help given him from all sides he said, 
* Looking back on the two years of war which have now passed— 
years in which we have been so closely occupied with urgent 
business as to have little time for general reflection—I see the 
University finding its place in the national effort. I see, too, the 
growing recognition in all quarters of the importance of the 
universities as schools of character and schools of professional 
training, and none who have followed the trend of events in the 
last two years can fail to see that great tasks will be laid upon 
them when peace returns. Universities have long ceased to be 
gardens walled around; more and more are they drawn into 
the forefront of modern life ; more and more is it realized that 
education, learning, and research are the root of national effort 
and not merely a splendid efflorescence. . . . The universities 
will have a great part to play in repairing the national loss. 
Commerce and industry, as well as education and the public 
services, will, I believe, look more and more to the universities 
for men of character and ideals, and connexions made in time 
of war must not be abandoned in peace. We have to bring our 
science into close and fruitful contact with industry and adminis- 
tration and to send forth chivalrous leaders into industrial life 
and fit teachers into all the fields of education. The Empire 
over-seas will make great claims upon us. Thus, while we 
give all assistance we can to every side of the national effort, 
it remains vital, for the sake both of present and of future needs, 
that we should also keep in efficient being the great educational 
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institutions of which we are at the moment the guardians. We 
talk of our own affairs, but it is the common task and the common 
peril that press upon us. History knows no such scene as that 
in the midst of which we contend to-day, nor was ever more at 
stake. The pursuit of truth and the dominion of reason are the 
articles of our faith. All that is ennobling in man’s long struggle 
issues from them. Yet, if freedom perish, they will perish.” 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 


At a recent meeting of the Royal Faculty of Physicians and 
Surgeons of Glasgow, the President, Mr. Roy F. Young, in the 
chair, the following were admitted Fellows of Faculty: James 
Walker Ferguson, M.B., Ch.B., Hector Ross MacLennan, M.D., 
M.R.C.O.G., Thomas Semple, M.B., Ch.B., Harry Ellis Charter 
Wilson, D.Sc., M.B., Ch.B. 











Medical Notes in Parliament 








Post-war Hospital Policy 


Sir FRANCIS FREMANTLE on October 9 asked the Minister of 
Health whether he was in a position to indicate the general lines 
of the Government's post-war hospital policy. Mr. ERNEST 
Brown, in reply, made the following statement: 

The question of post-war hospital policy and reorganization, 
more particularly in relation to the Emergency Hospital Scheme, 
has for some time been engaging the attention of the Government. 
While any immediate reorganization must be regarded as imprac- 
ticable in present circumstances, certain broad principles can be 
laid down as the basis of Government policy. 

It is the objective of the Government, as soon as may be after 
the war, to ensure that by means of a comprehensive hospital 
service appropriate treatment shall be readily available to every 
person in need of it. It is accordingly proposed to lay on the 
major local authorities the duty of securing. in close co-operation 
with the voluntary agencies engaged in the same field, the pro- 
vision of such a service by placing on a more regular footing the 
partnership between the local authorities and voluntary hospitals 
on which the present hospital services depend. The Government 
recognize that to achieve the best results and to avoid a wasteful 
multiplication of accommodation and equipment it will be neces- 
sary to design such a service by reference to areas substantially 
larger than those of indivicual local authorities. It will be the 
aim of the Government also to avoid overlapping and uneconomi- 
cal expenditure by securing the provision of the more highly 
specialized services at teaching hospitals and other centres selected 
to serve these wider areas and by arranging for a proper division 
of function between hospitals in these areas. 

With regard to the financial aspects of the Government's pro- 
posals, it is their intention to maintain the principle that, in 
general, patients should be called on to make a reasonable pay- 
ment towards the cost, whether through any contributory schemes 
or otherwise. In so far as any new burden may be thrown upon 
lccal authorities in providing or maintaining hospital accom- 
modation, or in contributing towards the expenditure of volun- 
tary hospitals, a financial contribution, the extent of which will 
be a matter for further consideration, will be mace available from 
the Exchequer. Special arrangements for dealing with the teach- 
ing hospitals by way of increased educational grants are in con- 
templation. 

In present circumstances the arrangements for hospital services 
must be determined by wartime requirements, but the Govern- 
ment are anxious to take every step to avoid any unnecessary 
delay. 1 have already had preliminary discussion with the 
bodies representing the municipal hospital authorities and the 
voluntary hospital movement, and I am hopeful that these dis- 
cussions will be continued. With their concurrence I am institu- 
ting a survey of hospitals in London and the surrounding area to 
provide the information needed as a basis for future plans. As 
regards the remainder of the country, valuable preliminary work 
has already been done in some areas by bodies representing both 
the municipal and voluntary hospital authorities, in particular by 
an organization formed under the auspices of the Nuffield Pro- 
vincial Hospitals Trust. In any surveys which it may be found 
necessary to institute in the Provinces, I shall have full regard to 
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the information already available in this way, which I am glad 
to know will be at my disposal for the purpose. 

I am asked by the Secretary of State for Scotland to take this 
opportunity of stating that the aims of future policy in Scotland 
are generally similar, but that certain important differences in the 
Emergency Hospital Service and in the methods of financing 
voluntary hospitals in Scotland are being given special con- 
sideration. 

Sir FRANCIS FREMANTLE asked if the survey would be carried 
out simply by the officials of the Department concerned or if 
officials of the local authorities would be consulted along with 
professional or other outside persons who were interested. Mr. 
BROWN replied that he would do his best to see that the most 
competent persons were consulted, including local bodies. 

Asked by Dr. HADEN GuEsST if he would consider hospital 
policy in relation to the future of the medical profession as a 
whole, with a view to bringing forward a scheme for a general 
health service in the country, Mr. BROWN stated that that was a 
wider question, and the hospital service must be considered first. 
The Minister also said that the general control to be exercised 
by his Department would secure that in the design of the scheme 
for the future hospital service full opportunity would be given 
to the voluntary hospitals to play their part. 


Invalids’ Special Rations 


On September 30 Major LLoyp GEORGE circulated the follow- 
ing table of weekly supplementary allowances of rationed foods 
for invalids: J 


| Supplementary Allowance | Coupons to be 











Disease i— } ; 
Food | Quantity surrendered 
Diabetes... - .. | Butter and | 12 oz. 
margarine (not more than 
4 oz. butter) Siigi 
Meat 2s. 4d. adult, sugar 
Is. 2d. child |) 
iss under 6 | 
Diabetes—vegetarians only heese 8 oz. Sugar 
Hypoglycaemia a4 .. | Sugar 16 oz. — 
Steatorrhoea ie .. | Meat | 4s. 8d. adult, Butter and 
2s. 4d. child | margarine 
under 6 | 
Nephritis with gross albu- | Meat 3s. 6d. adult, } -- 
minuria and gross oedema ; Is. 9d. child 
also nephrosis under 6 


Lord Woolton’s medical advisers are of opinion that, provided 
adequate supplies of vitamin C are available, there is no need 
for a special supply of oranges for anyone suffering from any 
disease or injury. Major Lloyd George could not adopt a sug- 
gestion that, during the children’s priority period or immediately 
after, oranges should be made specially available to invalids, 
and that the special requirements of tuberculous patients should 
be recognized. 


Orthopaedic Treatment in Scotland 


Mr. ToM JOHNSTON gave an assurance on October | that the 
six new orthopaedic units in Scotland were on the lines recom- 
mended by the Delevingne Committee. There were ten ortho- 
paedic surgeons, of whom four were employed whole-time. 
The junior staff consisted of one junior surgeon, who acted as 
registrar in each of the units except Peel Hospital, Selkirkshire. 
Other junior staff were attached to each unit by the medical 
superintendent up to three per 200 beds. 


Home Guard Medical Officers 


Mr. ERNEST BROWN explained on October | that -to avoid 
undue interference with the medical organization of the locality 
Army Council instructions provided that no medical practitioner 
was to be enrolled in the Home Guard unless previous permission 
had been given by the Local Medical War Committee. It was open 
to any practitioner aggrieved by the Committee’s decision to com- 
municate with the Central Medical War Committee, under whose 
general directions the local committees acted in this as in other 
matters relating to the selection of doctors for wartime services. 
If dissatisfied with the conclusion of the central committee the 
practitioner could make representations to Mr. Brown, who 
would be prepared to consider them. There was no representa- 
tive of the Home Guard as such in the central committee, but an 
observer attended on behalf of the War Office. 
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Diet of Workers in Heavy Industries 


Mr. JAMES GRIFFITHS opened a debate on October 2 about 
food distribution, and dealt with the special needs of miners and 
steel workers of South Wales. Prof. A. V. HILL said the man 
who worked at a level of 6,000 calories a day could not remain 
healthy and contented on the same diet as the sedentary worker 
plus extra bread. He needed at least one-fifth of his energy in 
the form of fat and must have 24 Ib. of fat weekly. That was 
impossible on the present ration. Vitamins could not replace 
energy in the diet of heavy workers. 

Major LLoyp GEORGE said the nation was better off for staple 
foodstuffs than last year or, in some cases, than before the war. 
He hoped that by mid-November a scheme would be introduced 
for the fair distribution of unrationed commodities. The Govern- 
ment did not propose to alter its policy of giving the maximum 
ration to all consumers rather than a supplementary ration to 
particular classes at the expense of the community. They had 
encouraged the setting up of canteens and British Restaurants, 
and would increase food supplies to transport cafés on the main 
roads. Canteens for mine workers were being provided more 
rapidly. For all canteens in a first priority category, to be 
decided in consuliation with Mr. Bevin, the Ministry of Food 
hoped to couble the meat ration, to treble the sugar allocation, 
and to increase the allowance of cheese. Announcements would 
soon be made on school feeding. 

Sir E. GRAHAM-LITTLE said the effort to popularize the national 
wholemeal loaf had not been highly successful. Compulsion 
would have effected an immediate result. The wholemeal loaf 
was not in general supply, and for fourteen months the nation 
had fed on an inefficient and fallacious diet. 

Dr. EptrH SUMMERSKILL said Lord Woolton should direct his 
attention to the fact that pulmonary tuberculosis, which often 
resulted from uncer-nourishment, was increased in this country, 
particularly in the age groups between 18 and 40. Expectant 
mothers working in factories should have equal consideration 
with those who were doing heavy manual work. Major LLoyp 
GEORGE promised close attention to the points raised in the 
debate. 


Diphtheria Immunization 


Replying on October 2 to Mr. W. Leach, Mr. ERNEST BROWN 
said immunization of children against diphtheria necessitated 
two, or at most three, injections of the prophylactic. It was 
considered that immunity, once established, persisted for years 
and perhaps for life. Inoculation was carried out only with 
the written consent of the parent or guardian of the child. 
The Ministry of Health did not accept responsibility for any 
mishap arising out of inoculation. 


Rehabilitation of Disabled Persons 


Mr. ERNEST BEVIN, in answer to Sir Francis Fremantle, said 
the Ministry of Labour had started the interviewing of disab!ed 
persons in hospital. in conjunction with the hospital authorities. 
A leafiet had been prepared which described the interim scheme 
for resettlement and training of disabled persons. He was con- 
sulting other Departments in order to develop a wider national 
scheme. * 

On October 2 the Minister stated that circulars had been sent 
to hospital authorities setting out arrangements for treatment, 
rehabilitation, and subsequent training of fracture cases. Patients 
had been successfully treated at centres which had been in orera- 
tion for some time, but statistics were not available. 


Mustard Gas Decontamination 


On October 9 Mr. Groves asked the Parliamentary -Secretary 
to the Ministry of Supply whether he had yet received the report 
of the re-examination of a basic pharmaceutical ingredient con- 
sisting of a dehydrated calcium hypochlorite admixed with a 
cehydrated sodium perborate ; and whether the results of the 
examination disclosed that such product was an effective decon- 
taminant of the eye from mustard gas. Mr. H. MACMILLAN said 
that several reports on the mixture referred to had been received. 
They showed that it was not an effective decontaminant for the 
eye after contamination with mustard gas. 
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The Services 








NAVAL AWARD 


The D.S.C. has been awarded to Surgeon Lieut. Eric Arthur Penn, 
R.N. (H.M.S. Ladybird), for courage and coolness when his ship 
was sunk by enemy aircraft. 


R.A.F. COMMENDATION 


The King has ordered the publication of the name of Flying 
Officer Frederick Alastair Forbes, R.A.F.V.R., as having received 
an expression of commendation for brave conduct in connexion 
with civil defence. 


CASUALTIES IN THE MEDICAL SERVICES 


ROYAL ARMY MEDICAL Corps 
Wounded 


Colonel Cyril Popham. 
War Substantive Captain Edward Alexander Robertson. 


SOUTH AFRICAN MEDICAL CORPS 


Lieut.-Colonel JOHN GERALD MCMENAMIN, the eldest son of 
Mr. J. J. McMenamin of Capetown, died on active service in 
Abyssinia in April. He received his medical education at St. 
Bartholomew's Hospital, London, and qualified M.R.CS., 
L.R.C.P. in 1924. For some years he was honorary assistant 
physician at Germiston Hospital, Transvaal. 








Medical News 








Prof. R. R. Macintosh will deliver a lecture on “ Anaesthetics 
in Wartime ” at the Weston Hotel, Bath, on Thursday, October 23, 
at 5.30 p.m. All Service medical officers and civilian practitioners 
will be welcome. 


The first scientific meeting of the Nutrition Society, the forma- 
tion of which was announced in our last issue at page 521, will be 
held at the Physiological Laboratory, Downing Street, Cam- 
bridge, to-day (Saturday, October 18), beginning at 11 a.m. 
Buffet lunch and tea will be provided. 


A meeting of the Medico-Legal Society will be held at 26, 
Portland Place, W., on Thursday, October 23, at 4.30 p.m., when 
Dr. T. Christie will read a a paper on “ The Manic-depressive 
Psychoses (in Relation to the Crime of Murder), with some 
Medico-Legal Points.” 


At a meeting of the Leeds and West Riding Medico-Chirurgical 
Society held on October 3 Dr. A. Massey, C.B.E., Medical Officer 
of Health for Coventry, gave a lecture on * Emergency Hospital 


' Work—Coventry Experiences.” 


A war memorial fund is being formed in memory of the four 
staff masseuses who lost their lives when St. Thomas’s Hospital 
was bombed in September, 1940. Donations should be sent to: 
Miss M. Randell, C.S.M.M.G., Massage School War Memorial 
Fund, St. Thomas’s Hospital, S.E.1. 


Dr. James Macfarlane of the Department of Health for Scot- 
land has been appointed medical liaison officer at the Scottish 
Office, Fielden House, London. He will maintain liaison with 
the Ministry of Health and medical branches of the Services 
Departments and other Government Departments located in 
London. 


At the invitation of Dr. H. Lightstone, the Director-General of 
Medical Services, Ministry of Pensions, a conference of the 
orthopaedic surgeons attached to the Ministry of Pensions hos- 
pitals was held at Queen Mary’s Hospital, Roehampton, from 
September 24 to 26. Mr. G. R. Girdlestone, honorary consultant 
to the Ministry, presided. Demonstrations were given in the 
wards by Mr. George Perkins and Mr. T. Pomfret Kilner, and in 
the limb-fitting centre by Dr. A. Kelham and Captain Maxwell. 
Lieut.-Commander J. Bunyan, R.N.V.R., by permission of the 
Admiralty, showed a cinematograph film illustrating his method 
of the treatment of burns and other injuries by irrigation 
envelopes, and demonstrated a number of cases treated in this 
manner (see British Medical Journal, July 5, 1941). 
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INFECTIOUS DISEASES AND VITAL 
STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended September 27. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for : (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern 
Ireland. 

A dash — denotes no cases ; a blank space denotes disease not notifiable or 
no return available. 





















































































































































| 1941 1940 (Corresponding Week’ 
Disease | 
.@ ©} © |@|@O}]@ | o}|oO @ & 
Cerebrospinal fever ..| 94 7} 30, —/] If 129] 11) 35 — 4 
Deaths ss aoe -- 2 | — 4 
Diphtheria oe .. |1,066 44[ 282) 31) 3691,153) 53) 370! 33 25 
Deaths se nae 28 1 4, — 3 37 Z 3 — | — 
Dysentery ..  ..} 89 10| 71; —|—] 68} 1} 64 1 — 
Deaths on -- | —j|— | 1; — 1 
Encephalitis semen | 
acute ae es 6 —| — |—| — 5 —|—i|—|i— 
Deaths fe os | a — | | 1) 3, 
Enteric ee fever* 32; 4 S| 9] 60) — 11 1 — 
Deaths ly} — | — fe 2) 1 l|—-—;|;-— 
Erysipelas ae - —j| 44 4! @g 34, 59° 8) 5S 
Deaths ne aid ——t = | i — oi 
Infective enteritis or | | 
diarrhoea under 2 | 
years Ke is | 
Deaths Me es 43 2 19| 31 7 35 5) 12) iy ot 
Measles ee 745-35] 9} «40 14.7,910 190} 303, 8 
Deaths ae ne et | ese | acum | ed Nae 10) — sad aug Pane 
Ophthalmia neonatorum 98 4 25) 1: — 116 5} 33! — 3 
Deaths | 
Paratyphoid AandB.. 100 10) 13); — | — 
Deaths é 5 1 —} — | a) 
Pneumonia, influenzalt 485 19| 6 — 3 603 42 8 — 4 
Deaths (from influ- | 
enza) te se 3 177 —}| 1 4 17 24—| —- |= 
Pneumonia, eid me 158| 8 | 148 8 
Deaths a i 2 ee 4 4 
ee. acute 3 — | 4 — | 
Deaths — | — | 
Poliomyelitis, acute .. 383 | 4) 2) a) 47 i ae 
Deaths ns oe = | — | ae | — | a 
Puerreral fever oS oo | 9) _ 4 4 8s} 3 — 
Deaths bie ar — | | — 
Puerperal pyrexia ee 123 6, 7 | Ip 140 8 18) — 
Deaths ae mo | 
Relapsing fever a — = 
Deaths , BN | Bat 
Scarlet fever .. es & - 38 199 55| 30]1,755 82] 196) 42 45 
Deaths ae x — — | i —= 3 —|—|— tea 
Small-pox nS ea ee | | | ae ee _ 
Deaths an See | eae) ee ek oe Cee 
Typhus fever .. en ee ee ee | aa | —_- — 
Deaths pe = ea ee ee . —i- - 
Wiesner ooh 2,247 214! 81) 44) 17)1,253 8 87| — 17 
Deaths 45 iN 2—'— 7, — y} j ieee 
Deaths (0-1 Tar ne 293 «19 63, 47, 234 307 25; 56; 22 23 
Infant mortality rate | 
(per 1,000 live births) | 
Deaths (excluding still- 
births) : 3,697, 456 514) 166 133]5,742 1,700 558 187 128 
Annual death rate (per 
1,000 persons living) 11-2 aD <0; = 11-3, 12:5 11-2 
Live births .. .. 5,105) 474 “gyal o98| 355) 221 6,318 878 868 364 235 
Annual rate per 1,000 | 
persons living 18-3) 23-6 ¢ 17-6 24:3 20: 6 
ee ue en) es, SE 
Stillbirths 187} 14 49 218|  17| 37 
Rate per 1,000 total 
births (including 
stillborn) .. as $2) 41 





* Includes paratyphoid A po B for ‘Mester: indeed 
+ Includes primary form in figures for England and Wales, London (adminis- 
trative county), and Northern Ireland. 
Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 








EPIDEMIOLOGICAL NOTES 


Discussion of Table 


With the exception of whooping-cough, notifications of the 
common infectious diseases in England and Wales were larger 
than in the preceding week. An increase of 133 cases of measles 
marks the end of the continuous decline in the incidence of this 
disease, which had extended over seventeen weeks. During this 
period the notifications fell from 13,400 to 612 per week. The 
rise in the number of cases was mainly due to the large increase 
shown by two counties—Lancashire, where the cases rose from 
95 in the preceding week to 132; and Staffordshire, where the 
cases increased from 69 to 147 (Walsall C.B. 6 to 55). 

The rising trend of diphtheria continued both in England and 
Wales and in Scotland ; the number of cases is the largest for 
any week since March. The increased incidence in England 
and Wales is still chiefly confined to Cheshire, Lancaster, and 
Yorkshire. Although the totals for the past two weeks are 
below those of the corresponding weeks of last year, the rate of 
increase is the same for the two years. The total number of 
cases reported in the last four weeks is 1.3 times the total in the 
preceding four weeks. Glasgow, with 107 notifications, con- 
tributed over one-third of the cases reported in Scotland. 

There were 118 cases of scarlet fever in excess of the total of 
the preceding week in England and Wales. During the past two 
weeks the disease has shown an increase of 25% in the number 
of notifications. Another small rise was reported from 
Scotland, where the weekly notifications have been doubled 
since the beginning of August. In Scotland an increase of 3 on 
last week’s total was recorded for dysentery. The chief out- 
breaks were in Dundee 16, Edinburgh 8, Lanark County 19, 
and Glasgow 13. No outbreak of any size occurred in England 
and Wales, and the total was 13 less than in the preceding week. 
The notifications of paratyphoid declined by 25 in England and 
Wales. 

Poliomyelitis 

After the relatively large decline recorded in the previous 
week in England and Wales, from 36 to 28 cases, the notifica- 
tions for the week reviewed rose to 38, the largest recorded this 
year. Five cases were notified in the ae of Berkshire 
(Maidenhead M.B. 2, New Windsor M.B. 2, and Reading C.B. 
1) and Oxfordshire (Oxford C.B. 4 and Bullingdon R.D. 1). 
In administrative areas multiple cases were recorded in 
Hertfordshire (Hatfield R.D. 2) ; Lancaster (Manchester C.B. 4) ; 
Middlesex (Southall M.B. 2); Norfolk (Norwich C.B. 2). The 
cases notified in Scotland were Edinburgh 2 and Glasgow 2 


Week Ending October 4 


Cases of infectious diseases notified in England and Wales 
were: scarlet fever 1,217, whooping-cough 2,078, diphtheria 
997, measles 715, cerebrospinal fever 109, poliomyelitis 31, 
dysentery 108, paratyphoid 87, typhoid 34. Fourteen deaths 
were attributed to influenza, the largest number for nearly four 
months. 








S. H. Gurian (Arch. Pediat., 1941, 58, 528), who 1ecords a 
personal case, states that during the six-year period January 1, 
1935, to December 31, 1940, there had been only one case of 
accidental transmission of malaria among approximately 3,500 
transfusions given at the Flower and Fifth Avenue Hospitals, 
New York, located in an area densely populated by Puerto 
Ricans. The rarity of malaria accidentally transmitted by trans- 
fusion is also shown by the fact that there are only thirty cases 
on record, including the first reported by Woolsey in 1911. 
Gurian attributes this low incidence to the following factors: 
(1) the presence of antibodies in the blood of a malarial indi- 
vidual ; (2) the transfer of these antibodies from donor to 
recipient ; (3) the relatively low concentration of parasites in the 
blood of an adult donor: (4) the use of small-volume trans- 
missions and the practice of small-volume blood-letting. Gurian’s 
case was that of a girl aged 24} who was treated for severe 
nutritional anaemia by transmission of blood from a man aged 
21 years who had had malaria in Puerto Rico at the age of 6. 
Numerous quartan plasmodia were found in the child’s blood. 
Recovery took place under quinine treatment. 
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QUERIES AND ANSWERS 


Brittle Nails and Chilblains 

Dr. FRANK MATrTHEws writes: Could anyone advise me as regards 
diagnosis and treatment in this case? A married woman aged 42 
has suffered from very thin and brittle nails of fingers and toes 
for four years. She usually feels cold and has chilblains; no 
arteriosclerosis, no focus of infection discovered. She has had 
long courses of kalzana, osto-calcium, collosol calcium, and: ultra- 
violet rays, with no improvement. 


Chronic Congestive Condition of Hands 


* Srasis "’ writes: I should be glad of any advice on a complaint 
from which I (a woman doctor myself) am a sufferer: a chronic 
congestive condition of both hands, the skin being always blue 
and cold, more so during the winter, when chilblains tend to 
develop. The feet are not involved, and otherwise I have excellent 
health. In addition, small subcutaneous haemorrhages occasionally 
appear on slight pressure, say, when turning a door handle, etc. 
I have taken calcium in various forms over a long period, with 
halibut-liver oil, etc., but so far the only remedial agent which has 
given benefit (only temporary) is sunlight applied to the hands. 
Any further suggestion would be gratefully appreciated. 


Tenosynovitis 
Dr. E. T. LarkHAM (Birmingham) writes: Captain A. A. Williams 
(September 13, p. 377) will find the application of empl. 
ammoniaci c. hydrarg. (B.P., 1898) spread on thick material most 
efficient in tenosynovitis; in some acute cases the relief is 
immediate. 


Income Tax 
Practitioner in R.A.M.C. 


P. B. carried on his practice until the end of May, 1940, when he 
joined the R.A.M.C. His practice is apparently being carried on 
under the normal emergency arrangements. He is assessed for 
1940-1 on the basis of the profits of the practice for 1939-40. Is 
this correct? 

*.* Yes. The legal position appears to be that the practice has 
not ceased but is being carried on by practitioners acting as the 
agents of the practitioner. The appropriate remedy against 
hardship is to claim under the section providing relief in respect 
of diminution of earned income (Finance Act, 1940, Sec. 23) if the 
20°%4 condition is satisfied. 


Schedule E: Basis of Assessment 


R. R. acted as house-surgeon from July, 1937, to January, 1938, then 
took an appointment as assistant to a general practitioner, but 
returned to house-surgeon’s work from March, 1939, to September, 
1940, after which he became an A.M.O. to a local authority. Can 
he claim the previous year’s basis for 1941-2? 


** No. There is no legal claim to adopt the previous year’s 
basis after a change of employer, unless the case falls within 
Section 26 of the Finance Act, 1935. One of the conditions laid 
down in that provision is that the change does not result in an 
increase of more than 20% in the emoluments, and that condition 
bars any claim by R. R. The Inland Revenue authorities do make 
some concession with regard to changes, but the dissimilarity 
between the nature and emoluments of R. R.’s appointments in 
1940-1 and 1941-2 is such as to place his case outside that 
concession. 


LETTERS, NOTES, ETC. 


A Case of Idiosyncrasy to Strychnine 


Lieut. P. R. SaviLLe, R.A.M.C., writes: The following unusual case 
of idiosyncrasy to strychnine may be of interest to your readers, 
I recently prescribed a tonic for Lieutenant A—a simple iron and 
strychnine mixture, each dose containing 3 minims of tinct. nucis 
vom. The patient took one dose, and in fifteen minutes his face 
flushed, he had headaches, with beads of perspiration, and the 
palms of his hands itched. He felt very faint and “ almost 
collapsed.”” He recovered in half an hour, and came to see me 
later on with no ill effects other than headache. His first words 
were: ‘* Was there any strychnine in my medicine? ’’ Apparently 
in 1934 his doctor prescribed a similar medicine with ‘* not sufficient 
strychnine in it to harm a baby.” He then had a similar group 
of symptoms, even more severe, and lost consciousness for ten 
minutes. His doctor at the time told him to avoid strychnine in 
the future; he omitted to tell me this. The whole of the medical 
inspection room staff, including myself, took doses of the same 
medicine and showed no ill effects. 


Cost of Diphtheria Immunization 


Dr. Owen WILSON (Nelson) writes: A week or two ago [ heard an 
eminent medical broadcaster announce on the B.B.C.’s home trans- 
mission that ‘‘a child could be protected against diphtheria at 
a cost of 74d." I looked up a manufacturer's price-list, and found 
one 0.5 c.cm. dose of A.P.T. listed at 2s. 6d. Many parents who 
choose to have their children treated by their own doctor must 
have got the impression that they are grossly overcharged. If the 
B.M.A. has any usefui function it ought to deal with questions 
like this. 


Radiographs of Tuberculosis Workers 


Dr. Rose JorpaNn writes from Uckfield, Sussex: On retiring, after 
twenty-five years’ service as tuberculosis officer, I thought it would 
be of interest to see the radiological pictures of myself and my 
‘staff, six of whom had worked with me, in close contact with 
tuberculous patients, for periods extending from seven to twenty- 
one years. The results showed that, while in two of the radio- 
graphs minute calcareous deposits could be seen, the remaining five 
showed no radiological changes whatever in the lungs. Perhaps 
this demonstration may be of encouragement to lay workers in the 
field of tuberculosis. 


Surplus Copies of the Journal 


The restricted consumption of paper now permitted by the Paper 
Control of the Ministry of Supply makes it imperative that the 
margin between the number of copies of the British Medical 
Journal printed each week and the number required for immediate 
dispatch be maintained at the lowest possible figure. With the 
tendency to an increased circulation brought about by the war, a 


number of the earlier issues of 1941 are now out of print. The 
publishing department would therefore be_ grateful for any 


unwanted copies, particularly those published in the first three 
months of this year. Copies should be sent, carriage forward, to 
the Secretary of the Journal Board, B.M.A. House, Tavistock 
Square, London, W.C.1. 


A Newspaper’s Inquiry 
Dr. E. STARLING writes: I administered an anaesthetic to one of my 
patients who was being delivered by a midwife. On the following 
morning I was rung up by a provincial newspaper office and asked 
to confirm the birth of the child. I demurred somewhat sharply, 
on the grounds of professional secrecy, but was told it was ‘* our 
usual custom.” I subsequently found out that the father, who 
called at the office in person to insert a notice in the births 
column, had been asked to give my name and telephone number 
as well as those of the midwife. I believe that finally the mother 
herself was called upon to confirm the announcement. I imagine 
that a patient’s condition after delivery is as much a matter of 


confidence as it is during pregnancy, and I should be glad to know - 


whether other practitioners have had similar experiences. Neither 
my partner nor myself has ever been approached in this way 
before. 


Operability of Carcinoma of Rectum : Corrigendum 


We wish to correct a printer’s error which occurred in Mr. J. C. 
Goligher’s article in our issue of September 20. In line 21 of the 
second column on page 394 the phrase ‘*‘ while 94 had apparently 
inoperable growths’ gave an entire reverse of the author’s 
meaning. The sentence should have run: ‘‘ While 94 had 
apparently operable growths, in which confirmation of operability 
at laparotomy was precluded, etc.” 





